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ADDRESSES AND ORIGINAL ARTICLES 


ON PAIN 


By Davip WatTeERsTON, M.D. Eprn. 


BUTE PROFESSOR OF ANATOMY IN THE UNIVERSITY OF 
ST. ANDREWS 


ONE of the first problems taken up for research 
at the James Mackenzie Institute was that of the 
mechanism of the production of pain. Mackenzie 
had himself devoted many years to its elucidation, 
especially in visceral diseases. His pioneer work on 
referred pain led to the theory of its production 
associated with his name and that of Henry Head, 
now widely quoted and convincingly illustrated in 
the symptoms of angina pectoris, as well as in 
abdominal diseases. 

It fell to me to plan and to carry out, in association 
with other members of the Institute staff, experiments 
and observations which could throw light upon the 
mechanism of the production of pain generally. 
We soon discovered that the subject was an almost 
unknown field, and that little definite and precise 
knowledge existed upon it. Mackenzie? had defined 
many of the problems of pain, and it was decided to 
follow these out and to attempt to discover in the 
first instance what is the nature of the peripheral 
pain mechanism, whether it is different from those 
of other forms of sensation, what are the tissues 
supplied with a pain apparatus, whether it is the 
same in all of them, and whether it responds to a 
different stimulus in different tissues. 

Our aim was eventually to acquire, for the sensation 
of pain, knowledge comparable in its accuracy and 
completeness with that we have of other forms of 
sensation. 

An initial difficulty in the investigation of pain 
is that, at some stage or another, experiment is 
necessary on a sentient individual, and the unpleasant- 
ness of the experiments has doubtless deterred many 
investigators. It can be overcome when the value and 
importance are realised of the information which can 
be thus obtained and by this means only. 

In preceding investigations of cutaneous sensation ? 
I had undergone a full training in the observation 
of sensory phenomena, and I decided to make use 
of this experience and to have observations made 
on myself on pain also. It was a very great privilege 
to have Sir James’s advice and assistance in the 
earlier stages of the investigations and I owe a great 
deal to other members of the Institute staff for 
kindly help and suggestions and especially to Dr. 
James Orr, on whom some of the observations were 
repeated which had been made on myself. 

In this matter of the observation of the sensory 
responses from different tissues, and the nature of the 
stimulus which can elicit them, the problem is suitable 
for clinical trial and verification. Many opportunities 
must occur to those who are in clinical practice to 
extend widely our knowledge, for the exposure of 
deep-seated tissues in wounds and injuries affords a 
field in which, without harm to the patient, observa- 
tions can be made. Investigations can be made in 
this way not only of the tissues whose examination 
is recorded here but of many others which I have not 
been able to investigate, such as the different tissues 
about joints—ligaments, synovial membrane, cartilage, 
&c. If these and other tissues were systematically 
observed and tested in even the crude fashion which 
I have employed, information would soon be obtained 
which would provide a basis for understanding 
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something of the mechanism of the production of 
pain in disease and of its puzzling associate, tissue 
hyperalgesia. 

As so little is known of pain production, I have 
thought it advisable to mention some current theories 
and to show how our observations render them 
untenable. Lastly, I have given an account of the 
observations themselves and of some inductions 
which may be drawn from them. The observations 
themselves are, I believe, of some value since they 
represent the first systematic attempt which has as 
yet been made to test the sensory response directly 
from different tissues. 

Visceral pain presents features of its own, and 
in this communication visceral pain is not dealt 
with, but only pain as it arises from what may be 
termed the ‘“‘soma’”’ or the tissues of the limbs and 
body wall. I feel sure that visceral pain will not 
be fully understood until we know much more than 
we do at present about “ somatic ”’ pain. 


The General Plan of Sense-organs 

In all the organs of special sense, certain elements 
are present which appear to be essential for sensory 
reception. There is first, at the periphery or sensory 
surface, a “‘ receptor ’’ which responds to the stimulus. 
It is usually a modified form of epithelial cell, as 
for example the cones of the retina which respond 
to the stimulus of light waves, and the cells of the 
organ of Corti in the ear which respond to the 
vibrations of sound. The receptors in these cases 
respond only to one specific form of stimulation— 
sound waves produce no sensible effect upon retinal 
cells, and light does not affect the cells of Corti’s 
organ. The receptor is in all cases closely related 
to the terminals of an afferent nerve-fibre and when 
the receptor is excited by its appropriate stimulus, 
the excitement so produced sets up an impulse in the 
adjacent nerve-fibre. 

The afferent fibre pathways from the special 
sense-organs are well known. They have been traced 
to their central terminations and their anatomical 
connexions have been fully worked out. We know, for 
example, that many of the fibres of the optic nerves 
pass to the lateral geniculate body and to the pulvinar, 
that certain reflexes are set up from these “ centres,” 
and that fresh fibres pass from them to a cortical area 
of the occipital lobe (by the calcarine fissure) where 
there is an area of the “ pallium ” or cortex which is 
essential for vision. 

In regard to pain we know no similar details— 
neither what are the tissues from which it can be 
excited, nor the nature of the receptors, nor the 
peripheral pathway by which the impulses travel which 
give rise to the sensation of pain. We are entirely 
ignorant of any “ cortical area ”’ associated with pain 
perception, nor do we know whether such an area 
exists or whether the thalamus alone, as has been 
suggested, is sufficient for the pain sensation. 

Pain, it is true, has its own features ; it is elicited 
by a great variety of stimuli and not, like sight 
and hearing, by one form of physical energy alone. 
It arises often from internal conditions of the body 
and its tissues, apart, it would appear, from any 
external stimulus. 

One of the first difficulties encountered in the 
investigation of pain is that we do not know whether 
this sensation is served by an apparatus similar to 
that underlying other forms of sensation. Pain is 
often regarded as being different from other forms of 
sensation, and a widely held view is that pain has not 

s 
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its own apparatus, but that it may be produced by 
“‘over-stimulation ” of the afferent nerve-fibres of 
ordinary sensation or of the special senses. Common 
experience seems to support such a view. For 
example, an excessively bright light falling upon the 
retina causes severe pain and, while a gentle touch 
with the point of a pin on the surface of the skin 
causes merely a sensation of touch, a stronger pressure 
with the point causes pain. 

Closer examination however shows that this 
theory of over-stimulation is not supported. Physio- 
logical research has shown that increase in the 
intensity of a stimulus causes an increase in the 
number of the impulses which pass along a nerve- 
fibre, but does not alter the quality of the sensation 
but only its intensity. The pain caused by a bright 
light falling upon the retina is not produced by 
impulses transmitted by the optic nerve, but by others 
travelling by another path set up by spasm of the 
ciliary muscle and sphincter of the iris induced 
reflexly. 

I have been able to show that in the skin the 
pain apparatus is distinct and separate from that for 
touch.* Proof of this was afforded by showing 
that it was possible to shave off a layer of epidermis, 
for example, from the tips of the fingers, without 
causing any pain, in spite of the fact that the 
terminals of the nerves of tactile sensation were 
divided in doing so. Microscopical examination of the 
portions of skin thus removed showed that in them 
there were present the terminals of afferent nerve- 
fibres and modified epithelial cells with which they 
were in contact. These structures form the peripheral 
apparatus for touch and it is now definitely proved 
that the nerves of tactile sensation do not give rise 
to pain even when they are subject to so drastic a 
form of stimulation as division by a sharp knife. 

These results prove the incorrectness of the view 
usually held—viz., that the nerve-fibres in the 
epidermis are pain nerves—for, so far from being a pain 
apparatus, the epidermis actually has no pain 
apparatus at all. The pain apparatus of the skin lies in 
a deeper level, in the corium, and in this layer of the 
skin is a pain-receptive apparatus which responds to a 
wide variety of forms of stimulation, such as pricks, 
cuts, burns, and scalds. In fact all these and other 
external agencies which produce pain from the surface 
do so by action on the pain apparatus in the corium. 
We do not as yet know the exact nature of that 
apparatus. There is in the corium a plexus of nerve- 
fibres, and it seems probable that the pain nerves of 
the corium are closely related to the capillaries. 

Another view which has been put forward of pain 
production is that pain arises in response to a stimulus 
applied to free nerve-endings. Wilfred Trotter, for 
example, correlates the pain mechanism with the 
“uninsulated end-organ of the pain fibre.” In view of 
what I have shown of the nerves of the epidermis, 
whose terminals are ‘“‘uninsulated ’”’ but which do not 
give rise to pain, this theory must also be abandoned. 
Pain arises in response to the stimulation of pain nerves 
and of these nerves only, but we cannot say that pain 
nerves alone have ‘‘ uninsulated end-organs.”’ 

Akin to the theory of over-stimulation is the 
view that pain is produced from tissues by ‘“‘ injurious 
agencies ’’ and that there are ‘‘ nociceptive receptors.” 
It is indeed indisputable that many injurious 
agencies—cuts, burns, &c.—produce pain, but there 
are others which do not do so. X rays, for example, 
may produce injuries so severe as to lead to the death 
of the tissues, but the incidence of X rays on the 
surface is not only painless but produces no sensation 
whatsoever. 
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The discovery of the painlessness of epidermis, 
in spite of the presence of afferent nerves in it, 
afforded to me a new standpoint from which to 
approach the problems of pain production and led to 
the reconsideration of the results obtained some time 
ago on the question of pain production and to further 
observations. 

Observations 

The observations were directed towards discovering 
what is the sensory response, if any, from different 
tissues to mechanical stimulation. A preliminary 
training in the analysis of sensations is of great 
importance in the initial stages of the observations, 
and, as I had such a training in the course of the work 
on other forms of sensation, I decided to have the 
experiments made on myself. 

On the different occasions due care was taken 
to ensure similarity of conditions and surroundings 
which have been found desirable and which have been 
fully mentioned by Head and Rivers. The general 
procedure was that a sharp needle was introduced 
through the skin and passed into underlying tissues 
to a different depth—muscles, tendons, periosteum— 
into the walls of veins and also into and through 
the wall of an artery. The details of the observations 
and the sensory results obtained were as follows :— 





SKIN 

The passage. of the point of a needle through 
epidermis is entirely painless and there is no sensation 
except that of touch or contact. In many parts 
of the surface the epithelium is thin and its painless- 
ness has escaped observation, but if those regions 
are examined where the epithelium is thicker, not 
the slightest difficulty is found in establishing this 
fact, which holds for epithelium on all parts, however 
thick or thin it may be. 

The dermis, or corium, gives an entirely different 
sensory response, and pain is immediately felt 
whenever the point of the needle penetrates to 
the superficial layer of the corium. The entire 
surface of the corium is not equally sensitive however, 
for, as is well known, points may be found from which 
no pain is elicited by needle prick. These points 
are of minute size, not much larger than the point of 
a fine needle, and their exact localisation and sub- 
sequent identification on a second trial are not easy. 
They appear however to show the same coming and 
going of activity which have been recorded ? for cold 
and heat receptive spots. 

The pain apparatus in the corium cannot be 
definitely recognised, but several considerations lead 
one to believe that particularly the nerves accom- 
paying the capillary blood-vessels convey the pain 
impulses. So far, however, I have not been able to 
obtain definite proof of this. Using the binocular 
skin microscope and clearing the skin with cedar oil 
so as to render visible the capillary vessels, I have 
endeavoured to discover whether the capillaries are 
specially sensitive to prick with a fine needle, but 
the technical difficulties attending this method of 
examination have not yet been fully overcome. 
Landis * however, in the course of experiments 
on the blood pressure in capillaries, succeeded in 
introducing a fine glass pipette into the lumen of 
capillary vessels and noted that in doing so sometimes 
no special sensation was elicited, but at others a sharp 
prick was felt as the point of the pipette pierced the 
capillary wall. 

ARTERIES 


The observations on the sensory and other 


responses from the walls of arteries were made 
on myself and also on Dr. James Orr. 


Sir James 
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Mackenzie was present at the first of them and noted 
the responses as they occurred and also took poly- 
graph tracings to show if mechanical stimulation of the 
wall and its penetration produced any effect on the 
pulse-wave in the arteries distally. The exact times 
of the application of the stimulus and of the occurrence 
of the responses were noted on the polygraph tracing 
and thus an accurate record of the time intervals 
obtained. The details were as follows :— 

The brachial artery was used for observations, 
a short distance above the elbow. The point of a 
fine needle was made to penetrate the skin over the 
artery, with the usual sensory response of merely a 
momentary prick, and passed into the subcutaneous 
tissues. An interval of two minutes was allowed to 
elapse to permit the initial sensation to disappear. 
The point was passed on to come into contact with the 
wall of the artery. Immediate sharp pain was felt, 
localised and acute, the most acute and unpleasant 
brought on from any tissues in these experiments, and 
the response occurred immediately on all the occasions. 
The point was passed onwards and made to penetrate 
the wall of the artery. This produced very sharp pain 
of a peculiar and distinctive sickening character, with 
a sensation of nausea and faintness, but no pallor was 
produced nor sweating nor actual sickness, and the 
pulse-rate and the volume of the radial pulse were 
unaltered. After withdrawal of the needle I asked that 
the needle should be used to touch and penetrate the 
tendon of the biceps, lying adjacent. This was done 
with a sensory response of a different nature. There 
was produced a sharp pricking sensation, not nearly so 
severe as from the artery and unaccompanied by the 
other sensations. The pain from the wall of the artery 
persisted for a short time after withdrawal of the 
needle. The pain was felt mainly locally but radiated 
also down the forearm and especially along the line 
of the radial artery near the lateral margin of the 
forearm. ; 

In a further series of experiments a piece of ice 
was applied to the surface over the brachial artery 
about 2 in. above the elbow and a simultaneous 
polygraph tracing taken of the radial pulse. The 
record showed that after an interval of from half 
a minute to two minutes pain was experienced 
locally, followed by a sensation of constriction locally, 
of slight cold along the forearm, and then by severe 
pain in the mid-forearm, more especially on the radial 
side. The pain was of the same very unpleasant, 
sickening kind as before, but accompanied by no other 
phenomena, and the pulse tracing showed no diminu- 
tion in the volume of the radial pulse. 

The sensory response to the application of ice 
was due to the effects of cold on the artery and not to 
its effects on nerves or other tissues ; for ice applied 
to the surface over a nerve trunk, or elsewhere than 
over a subcutaneous artery, causes only a local 
sensation of cold and some slight, peripherally referred, 
sensation of discomfort, not comparable in its distribu- 
tion or in its severity to the acute pain brought on 
from an artery. 

The effect of cold can be demonstrated best in 
a spare person with a small amount of subcutaneous 
tissue. If ice is applied to the surface over an artery 
in a person with a thick layer of adipose subcutaneous 
tissue no result may be obtained. 


VEINS 


Penetration of the wall of peripheral veins by 
the point of a needle was often found to cause no pain. 
My colleague, Prof. Adam Patrick, informs me that 
he has noticed that a momentary prick is felt as the 
needle touches a vein, in doing intravenous injections, 
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and he therefore thinks that they must have a 


sensitiveness of their own. The pain response, 
however, from veins is slight and not comparable 
in its acuteness and intensity to that which occurs 
from the wall of arteries. 


MUSCLES AND FIBROUS TISSUES 


Voluntary muscle tissue is a source from which 
originate afferent impulses producing a variety of 
responses. Some of them give rise to sensations while 
others produce effects of which we have no sensory 
knowledge. Of the second group are those which, 
originating from the stimulus of muscular contraction, 
produce inhibition of the opposing muscles ; they were 
discovered and have been investigated by Sherrington. 

Observations undertaken at the Institute had 
shown that impulses which originate under the same 
stimulus (muscular contraction) cause acceleration of 
the rate of the heart. These have been mentioned by 
Mackenzie ® but may be described here also before 
discussing the sensory responses elicited in other 
experiments. 

The subject of the experiment lay on a couch, 
with the hand and forearm resting on a table, and the 
tambour of a polygraph was applied to the radial pulse. 
After a few minutes of rest in this position, a pulse 
tracing was taken to ascertain the rate and the rhythm 
of the pulse. After a minute’s interval, another 
tracing was begun and at a signal the patient threw 
into tension a group of muscles, either those of the 
hand and forearm by clenching the hand, or in other 
cases by making tense the muscles of the foot and leg. 
If the muscles of the hand were tightly contracted the 
polygraph record showed that there was an immediate 
effect on the respiratory movements, the first effect. 
being their arrest. 

I have shown * that this effect is not a reflex 
nervous phenomenon but is the direct result of the 
spread of muscular tension from the forearm to the 
muscles of the arm, shoulder, and trunk, including 
the diaphragm, which is a necessary sequel of the fact 
that many of the muscles which participate pass 
over more joints than one. The same result follows 
from the foot and leg if the muscular tension set up 
is strong and the gastrocnemius muscle is thrown into 
tension. One can, however, learn to limit the tension 
to the muscles of the foot and ankle and so avoid its 
spread, and if only slight tension is set up in the hand, 
the spread to the trunk muscles does not occur. 

The polygraph tracing showed that in all instances 
there was a distinct response in the pulse. The 
pulse-rate accelerated from a rate of 60 to one of 80 
beats per minute, beginning after the first beat and 
lasting for a few beats after the muscular contraction 
had ceased. The acceleration can be ascribed only 
to afferent impulses from the muscles. 

Sensory responses.—Sensory responses which may 
occur from muscle tissue include those of pressure 
and of pain. There is little doubt that muscle tissue 
is one of the chief sources of pressure sensation. 
That it originates from muscle and not from skin 

may be shown by comparing the sensory responses 
which result from pressure applied to a fold of skin 
which contains no muscle tissue with that of a fold 
of tissue containing muscle. These observations, too, 
are best made on a spare person, for when there is 
much subcutaneous tissue pressure upon it may be 
transmitted directly to underlying muscle and thus 
cause a pressure sensation. From a skin fold in a 
spare person no sensation of pressure is induced even 
by severe pressure, while slight pressure on muscle 
at once produces the characteristic sensory response 
of pressure sensation. 
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It has been shown by several observers that pain 
originates from voluntary muscle in response to 
contraction if the blood-supply is impaired. There 
is no question about the presence of a pain mechanism 
in muscle, but its nature is as yet unknown. 

The sensory response of muscle tissue to mechanical 
stimulation by a needle prick was tested on several 
occasions and in different muscles. Using a fine 
sharp needle the point was introduced through the 
skin, selecting when possible a pain-free spot of the 
corium, and the point passed on through into muscle. 
The muscles of the arm, forearm, thigh, and abdominal 
wall were thus tested. The sensory response was 
as a rule distinct and characteristic. Introduction 
of the needle-point caused no distinct pain but pro- 
duced a sensation of deep-seated pressure, unpleasant 
in tone, followed almost at once by a sensation 
of local stiffness as if a portion of the muscle had 
become hard and contracted. Movement of the needle- 
point about in the substance of the muscle frequently 
produced a sharp pricking sensation of pain. 

Tendons and fibrous tissues of muscle give a 
different response, and from them a sharp pricking 
sensation alone is produced. 


PERIOSTEUM AND BONE 

The pain response from periosteum and bone to 
a needle prick is slight. On some occasions no pain 
was excited from the surface of the penosteum, 
even when the needle was pushed into the underlying 
deeper layer and the bone, but on others pain was 
produced but not severe. In this connexion it may 
be noted that even the fracture of a bone when due 
to indirect violence may not cause pain at the time. 
Severe pain may be caused from a fracture, especially 
some time after the injury has been done, but it 
would appear that the pain in this condition arises 
from the muscles in the vicinity which are set into 
a spasmodic form of contraction by impulses from the 
site of the fracture. 

Conclusions 


The observations recorded here lead to some 
definite conclusions, and have given me a clearer 
eonception of the pain apparatus of the somatic 
tissues than was previously attainable. There is 
now no doubt that in the skin the pain apparatus is 
separate from that of tactile sensation. This conclu- 
sion has a bearing upon the much disputed problem of 
peripheral sensibility and especially on Head’s theory 
of its mechanism. It may be recalled that Head’s 
observations led him to believe that it was probable 
that what he termed “epicritic ” sensibility, which 
includes light touch and a certain range of temperature 
sensation, depended upon a system of fibres and end- 
organs anatomically separate from that of “ proto- 
pathic” sensibility which includes the pain mech- 
anism and a wider range of temperature sensation. 
My observations in the present instance have not 
dealt with temperature perceptions, but there is now 
no doubt of the correctness of Head’s views of the 
separateness, anatomically, of the tactile and ,the 
pain mechanisms of the surface of the body. 

It may be said that the pain apparatus which 
responds to the widest range of stimuli and which 
is the most sensitive is that of the corium, where 
it is apparently intimately connected with the nerves 
accompanying blood-vessels and especially the 
capillaries. 

The deeper tissues of the body can as a rule give 
rise to pain, and arteries especially are a source of 
acute pain from mechanical stimulation. It seems 
strange that structures so sensitive in this respect 
can undergo extreme structural changes without 
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giving rise to pain but, so far as is known, arterio- 
sclerosis may transform the tissues, elastic and 
muscular, of the walls of arteries into degenerated 
tissue and plates of calcium without producing any 
pain from the tissues in which these changes are 
taking place. 

The walls of veins are much less sensitive to 
mechanical stimulation, and the pain apparatus in 
them is evidently much slighter than that of arteries. 

Muscles form an interesting comparison with these 
other tissues, for while there is no doubt that muscles 
have a pain apparatus, it is usually excited by a 
special form of stimulus—i.e., spasmodic contraction 
as in cramp, or by contraction with impaired blood- 
supply. 

Pain is usually regarded as a protective mechanism 
and as being primitive in character, but it is a more 
highly specialised sense than would at first appear. 
Under the tactile epithelium of the body surface is 
a layer of tissue, the corium, furnished with nerves 
responsive to a wide range of stimuli—in other words, 
protective against many injurious agencies. The 
tissues lying deeper still have also a pain apparatus 
which, in the case of arteries, responds to mechanical 
injury, but in muscle is responsive rather to harmful 
conditions originating in the muscle than to mechanical 
injury. Pain is not a sensation produced by nerves 
of other forms of sensation but has its own apparatus, 
its own nerves, and probably its own receptors. 

It is a pleasure to acknowledge the assistance of the 
Medical Research Council towards the earlier observations 
made at the James Mackenzie Institute. The histological 


work and later observations were carried out in my 
laboratory in the University. 
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In this paper we report four cases of severe aural 
vertigo which were treated by division of the auditory 
nerve after other methods had failed. With minor 
variations, the clinical picture was, in all cases, the 
same, and conformed to the classic description of 
Gowers. In each instance the patient had been getting 
deaf in one ear for some time before the attacks began. 
The attacks consisted of vertigo of sudden onset ; 
three of our patients fell without warning, and the 
fourth had a feeling that he was falling. In addition, 
external objects appeared to rotate and this symptom 
was 86 aggravated by movement that the patients 
had to keep quite still, usually in the recumbent 
position. The vertigo persisted for several hours, 
and was associated with vomiting in all but one case. 
It was terminated by sleep. Each patient was 
incapacitated for one day or more by an attack. 
In the severe initial stage of the attacks one patient 
became completely blind for a moment, while another 
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saw lights and stars; and a third felt intensely cold 
or hot, and had a feeling that he was going to die. 
One patient, a drill instructor, attributed his attacks 
to severe exertion, but the others could suggest 
no cause. 

Milder attacks, unaccompanied by falling, occurred 
in all cases, and were often brought on by sudden 
movement of the head ; in two patients mild attacks, 
described as ‘“‘a swimming of the head” and 
“giddiness on rising from the stooping position ” 
occurred for some years before the onset of the 
severe attacks. 

The severe attacks recurred at varying intervals, 
and, in addition, all the patients sooner or later began 
to have a constant feeling of unsteadiness and a 
tendency to deviate to one side when walking. They 
lost confidence and would not walk in busy streets 
without a companion. Tinnitus occurred if it 
had not already been present before the onset of the 
attacks. Three of the patients worked amidst 
machinery or with electricity and all were temporarily 
discharged from work because of their attacks. 
Luminal and other sedatives were taken by all with 
little or no improvement, and one patient had an 
operation on the middle ear which also failed to 
relieve him. They all became moody and irritable, 
and were very apprehensive of further attacks. 
Other symptoms appeared, including inability to 
read or look at an object for any length of time, 
aching in the head and neck, precordial pain, and 
various other discomforts of the trunk and limbs. 

Examination revealed no gross physical signs 
apart from disturbance of hearing and of labyrinthine 
function. In each case, however, there could be 
found slight disturbance of muscular tone and 
coérdination when tests were carried out in various 
postures. All patients showed severe deafness of 
one ear, while the hearing of the other ear was 
moderately affected or was normal; and all showed 
labyrinthine affection, usually bilateral but more 
advanced on the side of the deafness. 

These patients appeared to us suitable subjects 
for division of the auditory nerve on the side in which 
hearing was affected, for it was clear that in none 
of them would hearing be materially affected by such 
an operation. We were encouraged to do this opera- 
tion by the paper of Dandy and the operative 
technique that he introduced has been used, with 
minor variations in all cases. Our patients were 
operated on between December, 1931, and July, 1932, 
and all of them have since returned to their original 
employment. Studies of these patients after opera- 
tion have revealed facts of physiological interest 
which will be considered after the cases have been 
reported. 


Report of Cases 
THE FIRST CASE 


Aural vertigo. Division of right auditory nerve. 


History of illness.—A. B., a printer aged 53, recommended 
by Dr. F. G. Hobson, was admitted to the London Hospital 
on Dec. 6th, 1931. He had been regularly engaged in 

rinting from the age of 14 onwards, and his previous health 
Rad been good, apart from an occupational dermatitis of 
long standing, said to be due to acid poisoning. The first 
attack of giddiness and vomiting occurred in April, 1929, 
two years and eight months before admission, when he 
was getting out of bed one morning. He managed to feel 
his way back to bed without falling, and he remained there 
for one week. Thereafter attacks occurred at intervals of 
about a month, and would usually incapacitate him for two 
days, but as time went on they became more frequent, and 
he also had milder attacks of shorter duration, in which 
there was no vomiting. 

Each attack occurred without warning and without any 
cause that he could detect, sometimes while he was at work, 
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at other times while he was lying in bed. There was a 
feeling that something rushed across his head and eyes. 
External objects would then go round in a clockwise direc- 
tion. He never fell, always managing by holding on to 
something to reach a chair or bed. If he had to walk during 
an attack he would get a feeling of wanting to fall to the left, 
but when he remained still in any position there was no 
subjective vertigo. With the rotation of objects there was 
an uncomfortable feeling of movement and fullness in the 
stomach which would be relieved after five or six hours by 
vomiting. He would obtain most relief by lying absolutely 
still with his eyes shut. During an attack he would have 
the greatest difficulty in controlling certain movements 
of his head: for example, in one attack while lying on his 
left side he could let his head down on to the pillow gently, 
but if he tried to do this while lying on his right side his 
head would flop. The attacks were always terminated 
by a sleep of several hours, and on waking he would be free 
from symptoms, except for a slight feeling of heaviness of 
the head. 

At first these attacks were regarded as bilious attacks, 
but in August, 1930, the condition was recognised as aura! 
vertigo, and luminal and various other sedatives were 
administered freely. For a time the attacks were slightly 
less frequent, but there was no other appreciable effect. 
He had always been a patient, tranquil man; but now 
he became nervous, fidgety, irritable, and apprehensive of 
further attacks. About four months before admission he 
became conscious of a tendency to go towards the left at 
all times when walking, and this was aggravated by coughing 
or blowing his nose. His walking became unsteady, and 
he lost confidence when out by himself. He went to work 
by back streets, shunning main roads. Finally he had a 
quick succession of attacks, and was brought home from 
work by a fellow printer three times in ten days. His 
employers said that & must leave his work unless his attacks 
could be stopped. 

Since the first attack, and probably for a year or more 
before that, his hearing on the right side had been deteriorat- 
ing. The deafness was not worse during the attacks. For 
one year before admission he had noticed an intermittent 
twittering or crackling noise in the right ear, but this was not 
cg during the attacks. For two weeks before admission 

e thought he had heard slight noises in the left ear also. 
There had never been any earache or discharge. For one 
year he had had at times a dull aching pain in the back of 
the neck, especially when sitting, and he thought that this 
might be due to hoiding his head in one position, though 
he was not conscious of doing this. He had never suffered 
from loss of consciousness, headache, or double vision, 
His appetite was good, except after the attacks, and he had 
never had indigestion or diarrhoea. 

Examination.—He was a thin, intelligent artisan, of 
medium height. Neurological examination revealed few 
physical signs. His head was inclined towards the right 
shoulder. and the occiput was rotated slightly towards the 
right. There was fine rotatory nystagmus, most evident on 
lateral fixation, especially to the right, and generalised 
hypotonia of moderate degree. He walked normally, save 
that he was slightly unsteady when turning. He was slightly 
unsteady also when standing with eyes closed, especially 
when his head was inclined on to the right shoulder, when 
he tended to fall to the right. There was no pass-pointing. 
Both knee-jerks were diminished, the right more than the 
left. Blood pressure, 130/65 mm. of mercury. Wassermann 
reaction negative. Hearing. The ear drums were normal. 
There was severe deafness of the right ear, with loss of both 
high and low tones. With a sound-box in the left ear he 
could hear the normal spoken voice only at the right ear. 
Hearing at the left ear and on both mastoid processes was 
not impaired. Caloric test. Irrigation with cold water 
gave no response on the right side after 3 minutes, while 
on the left side there was, after 2 minutes, slight vertigo 
and nystagmus to the right. Rotation lest (20 turns in 2U0 
seconds, his head being erect): right to left, no after- 
nystagmus; left to right, after nystagmus to the right 
for 5 seconds; he experienced no discomfort during 
this test. 

It was thus clear that on the right side hearing and 
labyrinthine function were grossly impaired. Hearing was 
good at the left ear, but the left labyrinth was not normally 
active. 

Operation.—Dec. 10th, 1931. A curved incision was made 
over the right suboccipital region (see Figure), the muscles of 
the neck were divided below the right half of the superior 
curved line of the occiput, and the bone over the right 
lateral lobe of the cerebellum was removed as far out as the 
mastoid process. The cisterna was emptied, and 
the cerebellum was now retracted to expose the right 
cerebello-pontine angle. The arachnoid membrane was 
opened, and the eighth nerve was isolated on a blunt 
hook and divided by tenotome. A _ large vein was 
found beneath the eighth nerve, and this hid the facia} 
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nerve almost completely from view, even after the eighth 
nerve had been divided. 

Subsequent course.—Convalescence was smooth. There 

was no post-operative vomiting or vertigo, and no facial 

weakness. Skew devia- 

tion of the eyes and 

corresponding double 

vision of diminishing 

severity were present 

for five days after 

operation and for a 

similar period there 

was rotatory nystag- 

mus to the left. He 

got up on the ninth 

day and was dis- 

charged to his home 

on the twentieth day. 

He discarded his walk- 

ing stick and returned 

to full work two and 

a half months after 

operation. He slowly 

f regained confidence 

and when seen nine 

months after operation 

he reported that he 

walk freely in and 

across main thorough- 

fares. He still had at times slight noises in the right ear. At 

times he still felt a little depressed, but he had had no more 

attacks of vertigo. 
THE SECOND CASE 


Aural vertigo. Division of right auditory nerve. 


History of illness.—C. D., aged 43, referred by our aural 
colleague Mr. W. Morris, was admitted to the London Hos- 

ital on Dec. Ist, 1931, on account of attacks of giddiness 
or the past nine years. His previous health had been good 
and for many years he had worked with the same firm as 
a carbon maker. In 1919 he had noticed that he was 
slightly deaf in the right ear, but this had not affected his 
general health. In 1923, however, he began to have attacks 
of giddiness whenever he rose from the stooping position 
after gardening. At first these attacks were infrequent 
and of short duration, but in 1925 they caused him to fall 
to the left and were associated with nausea and spontaneous 
vomiting. From that time onwards he was also troubled 
by a feeling of falling to the right, persistent noises in the 
right ear, and unsteadiness in walking. The deafness in 
the right ear increased. 

At first he continued at work, though after an attack 
he could do no more work for the rest of the day. His 
mates shielded him during these times, but finally, in 1928, 
three years before admission, his attacks were discovered 
and he was sent home from work and not allowed to return. 
He spent his days sitting at home or going out with his wife, 
or occasionally venturing out by himself, but never far 
from railings. ; 

The severe attacks came without warning. He would 
fall usually to the left, though in the last two attacks he 
had fallen to the right. While on the floor he would go 
completely blind for a moment. Afterwards he would feel 
giddy for several hours, as if he were moving from left to 
right, especially if he moved his head, and he would want 
to hold on to something with his right hand. Objects would 
appear to go from right to left, slowly and steadily. He 
felt sick and in the later attacks usually induced vomiting 
as this seemed to shorten the attacks. : 

Various forms of treatment were tried. His teeth and 
nasal septum were removed in 1925, and from 1928 onwards 
he took much bromide and luminal. In June, 1929, a 
complete paracentesis of the right ear drum was done and 
the malleus and incus were removed without relief, and 
after the operation when he put his finger in his right ear 
he had a feeling of falling to the left. He grew slowly worse. 
He lived in dread of ‘the severe attacks (he fell 12 times 
in the four months before admission), and the feeling of 
falling to the right became constant and was aggravated 
by walking or blowing his nose, and especially by sudden 

i of his head. At times something seemed to hit 
him on the right side of the head, and he felt as if he were 
falling forw: He tended to go to the right when walking 
and the kerb appeared to move rapidly away from him. 
His deafness became worse and he began to have noises 
in the left as well as in the right ear: buzzing, whistling, 
and thudding noises, or noises like engines. He was unable 
to look at an object for any length of time ; his eyes became 
painful when he looked at a newspaper. He also a 
continuous vertical and right occipital headache, and 
numerous other uncomfortable feelings in the head and other 
ee of the trunk and limbs. He became miserable and 

pressed. 
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Examination.—The patient was a morose individual. 
There was pronounced drooping of the right shoulder, his 
occiput was rotated to the left, and when he turned he held 
his head rigid and turned head and trunk together. There 
was nystagmus of a slow, coarse, rotatory character on 
looking to the right, and slight general hypotonia. Pass- 
potting tests owed a deviation downwards in the 

orizontal plane with both arms, when he was erect or 
supine. He swayed when standing with eyes closed, 
always in the direction to which his head was inclined. 
Hearing. The right ear drum was quite healed, the left 
normal. Hearing on the left side appeared to be normal 
for all forks and for Galton’s whistle. On the right side 
air conduction was completely lost for all these qualities. 
Cold caloric test with the patient sitting produced on the 
left side nys us to the right and slight discomfort in 
50 seconds, and on the right side slight nystagmus to the 
left and a feeling of vertigo after one minute. Rotation 
tests (10 turns in 20 seconds, his head being erect): right 
to left after nystagmus to the right for 12 seconds; left 
to right, after nystagmus to the left for 10 seconds; there 
was no tendency to fall. 

Operation.—Dec. 7th, 1931. Under ether anesthesia 
the right eighth nerve was divided. 

Subsequent course.—His general condition recovered 
satisfactorily. He vomited three times in the first 24 
hours, and he had diplopia in diminishing degree for seven 
days and clockwise rotatory nystagmus to the left. He 
sat up in a chair on the fifth day, began to walk three days 
later, and was disc ed to convalescent home on the 
twelfth day after operation. At this time he was walking 
better than before operation but still had a tendency to 
deviate to the right. Pass-pointing tests showed no 
abnormality on the left side, an improvement as compared 
with the tests before operation, but on the right side there 
was still some downward deviation in tests in the horizontal 
plane. There was no vertigo. Noises in both ears persisted. 

He was next seen three months after operation, when 
he still complained of an occasional feeling of unsteadiness, 
though he had not had any of the severe attacks of vertigo. 
He did not think he could do his old work because he would 
have to watch the continual movement of pieces of carbon 
in very bright light. As he had obviously not regained his 
confidence he was ordered to work in his garden and to 
practise walking by himself in the streets, and to report 
regularly. He returned to his old employment nine months 
after operation, after an absence of four years. He was last 
seen eight months later when he stated that he had worked 
without interruption and bad felt better than at any time 
in the previous ten years. There had been no attacks of 
vertigo. Tinnitus was still present in the right ear, but did 
not worry him. He was cheerful and contented. 


THE THIRD CASE 


Aural vertigo. Division of right auditory nerve. 


History of illness.—E. F., a drill instructor, aged 43, 
recommended by Sir Farquhar Buzzard, was admitted 
to the London Hospital on April 16th, 1932, complaining 
of attacks of giddiness. He had served in the army from 
1906 until 1919, when he became instructor in physical 
training at a boys’ school. There was nothing relevant in 
his previous history except that during the Great War he 
had been involided home for “ nerves” after nine months 
in the front line. From 1915 onwards he had noticed 
gradually increasing deafness of the right ear, though there 
were times when the hearing was much better than at others. 

Two years and nine months before admission he had 
one morning a violent attack of vomiting and giddiness 
and saw lights and stars. He at once went to bed and 
slept well, but next morning as soon as he moved he felt 
giddy again. However, he was able to walk to the chemist’s 
shop quite steadily, and towards the end of the day the 
giddiness disappeared. Two days later he had another attack 
and thereafter he had them at intervals of two to eight weeks. 

The attacks began with vertigo: objects appeared to 
go diagonally to the right and downwards. Except in 
the first attack he veered strongly to the right when walking, 
staggered, and usually fell over if there was nothing to 
hold. He was usually assisted home if the attack began 
out of doors, but many of them came on while he was 
indoors. Within five minutes of the onset of the attack 
vomiting would begin and he would continue to vomit 
violently at intervals of one or two minutes for the next 
two hours. He would sit on a sofa with a bucket between 
his legs and would lie back between the bouts of vomiting. 
All this time he continued to suffer from violent vertigo. 
He dared not shut his eyes for he then had an unpleasant 
feeling of falling downwards for a long way; and he could 
not bear to look at anything fixedly because its movement 
downward and to the right cai him great discomfort. 
The vomiting never lasted more than three and a half 
hours, and after it stopped the giddiness would gradually 
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disappear. He would then sleep and on waking next 
morning he would go back to work feeling quite well, except 
that his abdominal muscles were sore, presumably from 
vomiting. After each attack, but not during it, his deafness 
was worse for a day. 

Attacks were brought on by exercise, such as boxing, 
stooping, or even by shouting at his physical training class. 
He gave up these activities, but continued with his work 
in modified form until three months before admission, 
when change in character of the attacks caused him to cease 
work entirely. Quite suddenly one morning, while on 

e, he fell forwards without the slightest warning. 

e was quite conscious but has only a vague recollection 
of being carried home. Two more attacks of the same t 
occurred before he came to hospital. In each of these he 
fell without warning, then for the next few minutes he had 
vertigo as in the previous attacks, but there was no vomiting, 
only a feeling of nausea on movement of his head. After 
a few minutes these symptoms disap , but he was 
afraid to move for the rest of the day lest this might bring 
on another attack. He became nervous and irritable 
and would not venture out alone, or stoop, or perform any 
hurried movement. His wife did up his shoes for hi . He was 
afraid to read for long lest that might make him feel giddy. 

For two years he had suffered from an intermittent high- 

itched gushing noise in the right ear which varied in rate, 
ut evidently corresponded to the rate of the heart. The 
right ear became much deafer, but hearing in the left ear 
remained normal, except that loud noises on the left side 
hurt him. Throughout the whole of his illness he had 
received liberal doses of bromides and luminal without 
~ improvement. 
zxamination.—The patient was a healthy-looking muscular 
man inclined to stoutness, which he attributed to inability 
to take exercise during his illness. He was nervous and 
very unwilling to perform sudden movements of his head 
and trunk lest these should bring on an attack, and he was 
reluctant to look to the extreme right or left, though there 
was no impairment of these movements. His occiput 
was rotated very slightly to the left. There was no 
nystagmus in any position of the head. Standing with 
eyes closed he was a little unsteady when the head was 
inclined towards the right shoulder, and to a less extent 
when the head was towards the left shoulder. On pass- 
pointing with the right hand in the horizontal plane, there 
was slight deviation downwards. Apart from the 
disturbance of hearing, examination of the cranial nerves, 
and of the motor, reflex, and sensory systems revealed 
no other abnormality. Hearing. Both membrana tympani 
were thickened. On the left side the drum was retracted, 
while on the right there was a large perforation in front 
of the malleus. He could inflate the right middle ear 
but not the left. At the right ear he could hear, but could 
not distinguish, the loudest shouts, and could not hear any 
tuning-forks. On the left side he heard whispers only at 
2 feet, and had lost appreciation of high tones. Cold 
caloric test for three minutes produced on the left side slight 
nystagmus and very slight discomfort, a feeling of impending 
vertigo ; on the right side there was no reaction of any sort. 
Rotation tests were not performed. 

Operation.—April 19th, 1932. Under intratracheal gas- 
and-oxygen anesthesia the right eighth nerve was divided. 

Post-operative course.—He vomited four times in the first 
24 hours after operation but then no more. For the same 
period he felt nauseated on moving his head, on looking 
to the left, or when lying on his right side. Diplopia, 
not so intense as in Case 1, and nystagmus to the left were 
present in diminishing degree for five days after operation. 
On the eighth day he was sitting up and movi about 
without discomfort. When he was discharged from hospital 
17 days after operation, he could walk freely, stoop down, 
and read without any discomfort at all. He still had slight 
occasional nystagmus to the left and a slight tendency to 
sway to the right. . 

He returned to light work two months after operation. 
The noises in the right ear were now only occasional and 
his hearing was at times better than it been before 
operation. After the summer holidays he resumed full 
work, and in December, 1932, eight months after operation, 
he reported that he could undertake all forms of strenuous 
exertion without discomfort. He still suffered from 
momentary vertigo if he turned on to his left side in bed, 
but there were no severe attacks. Tinnitus was much 
diminished. 

THE FOURTH CASE 
Division of left auditory nerve. 


History of illness.—G. H., aged 25, an electrician, referred 
by Mr. W. Morris, was admitted to the London Hospital 
on July 3rd, 1932. As an infant he was supposed to have 
had meningitis, and at the age of 2 some ear trouble. Early 
in 1929, three and a half years before admission, he had 
noticed gradually increasing deafness and occasional tinnitus 


Aural vertigo. 
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in the left ear. In September, 1930, he came as an out- 
patient to the aural department of the London Hospital, 
and was found to be suffering from deafness of both ears, 
especially the left, the loss being for air conduction and 
not for bone conduction. There was redness and swelling 
of Shrapnel’s membrane on the left side, and gross deviation 
of the nasalseptum. He was treated by Eustachian catheter, 
but the hearing of his left ear grew worse. He arded 
the hearing on the right side as normal. Occasionally 
he had a swimming feeling in the head for two to three hours 
at a time, as though he were rolling from side to side, and at 
times he tended to veer to the right when walking. 

Attacks of vertigo began in February, 1932, five months 
before admission. Without warning he became giddy and 
fell, usually to the left, but sometimes to the right, as if 
he ‘‘ had been hit on the head and knocked down by a ton 
weight.” Objects rotated from right to left in anti-clockwise 
circles. There was no vomiting. The early attacks lasted 
only two minutes, when the vertigo ceased and he was able 
to get up and go about his work. After the first two attacks 
he was given luminal. He had eight attacks in February 
and then no more, so in March he returned to work for 
seven weeks. He continued to take luminal, but in May 
he began to have further attacks which recurred almost 
daily until admission, in spite of increased sedatives. In 
addition, he had two severe attacks in which the vertigo 
lasted about six hours, and during this time he was unable 
to sit up, he felt sick though he did not vomit, and his vision 
became misty. In the first severe attack he felt extremely 
cold, in the second he felt hot and nervous and thought he 
was going to die. 

For five months before admission, and independently 
of the attacks, he had had at times while walking a feeling 
that the pavement was retreating in front of him and that 
his | would give way. Objects appeared to rotate to 
the left if he turned his head suddenly to one or other side, 
The tendency to go to the right when walking increased, 
and he would not walk in the street unless he could take 
somebody’s arm. He was unable to work or to contemplate 
return to work, for he was accustomed to work with live 
wires and feared that he might be electrocuted by falling 
in an attack. 

He did not suffer from tinnitus. For about six months 
he had had pain in the left side of the chest, especially 
on rising in the mornings and for one month he had had 
left frontal headache. 

Ezamination.—He was a healthy-looking muscular man. 
There was brief nystagmus on lateral fixation to the left 
and, to a less degree, to the right, the slow phase bei 
always towards the centre. There was slight lower facia 
weakness on the left side. Muscular tone was the same’ on 
both sides. He could not recognise tastes on either side 
of the anterior half of the tongue. Standing with eyes 
closed he swayed laterally when his head was erect, while 
with the head in other positions he swayed backwards. 
There was slight pass-pointing outwards with the left hand 
when tested in the vertical plane. Hearing. The ear 
drums appeared normal. On the right side he could hear 
whispers at 7 feet, but on the left side he could only hear 
loud whispers at 2 inches with a sound-box in the right ear. 
The loss on the left side was more for low than for high 
tones. Cold caloric test with the patient sitting gave no 
oe after three minutes on the left side, while on the 
right side there was nystagmus to the left and slight giddiness 
at the end of one minute. 

Operation.—July llth, 1932. The left eighth nerve was 
divided under intratracheal gas-and-oxygen an#sthesia. 
After section of the nerve a vein was torn from the sigmoid 
sinus, but bleeding from this was stopped by a stamp of muscle. 

Post-operative course.—This patient had more post- 
operative discomfort than the others. He vomited 
frequently for the first three days and in the intervals felt 
nausea He also had considerable vertigo for the first 
two days and intermittent diplopia which had almost 
disappeared on the fifth day, the day on which he got up. 
There was nys us to the right. He was discharged on 
July 27th, 1932, and returned to work two weeks later. 
He continued work without intermission up to the date when 
he was last seen, Nov. 16th, 1932. He was at that time 
still complaining of occasional feelings that his legs would 
give way, or that they were moving up and down, but he 
had been completely free from attacks of vertigo since the 
operation. The slight left lower facial weakness that had 
been observed before operation was still present. 


Anatomical and Surgical Considerations (H. C.) 

Division of the auditory nerve for aural vertigo 
or for tinnitus has been tried by surgeons for a number 
of years, notably by Parry (1902), Krause (1902), 
Cuthbert Wallace (1904), Ballance (1908), and 
Frazier. Frazier appears to have introduced the 
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operation in its present form, and the work of Dandy 
(1928) has placed it on a satisfactory basis. The 
approach to the nerve by way of the cerebello- 
pontine angle, as described by Dandy, has proved 
perfectly adequate in our cases and I have nothing 
to add to his descriptions of it. When the lateral 
lobe of the cerebellum has been retracted and the 
cerebello-pontine angle is exposed, the next step is 
to divide the arachnoid surrounding the seventh and 
eighth nerves. Twice I have found tiny vessels 
in this membrane, and division of these without 
hemorrhage has been a matter of importance because 
of the need to see clearly during the steps that follow. 
Bloodless division of these tiny vessels is readily 
accomplished by endothermy applied through dissect- 
ing forceps that pinch each vessel and divide it when 
it is charred. 

The most important step in the operation is to 
divide the auditory nerve without injury to the 
facial nerve. In this approach the facial nerve is 
not visible; the auditory nerve lies on its outer 
side and obscures it completely. It is thus not 
possible to insert a blunt hook between the two 
by direct vision. In my experience the best way 
to avoid injury to the facial nerve is to transfix 
the presenting auditory nerve with a sharp hook 
and to pull it outwards and slightly downwards. 
The cleft between the facial and auditory nerves 
can then be discerned and the auditory nerve can be 
isolated on a blunt hook. The performance of this 
manoeuvre requires that the retraction of the 
' cerebellum should be done by an assistant while the 
operator works with a sharp hook in one hand and 
a blunt hook in the other. I believe that the 
nerve is best divided by tenotome. Right-angled 
knives in my experience do not cut, and avulsion of 
the nerve either by such knives or by a blunt hook will 
tear the nerve away at the internal auditory meatus 
and may pull upon and injure the geniculate ganglion, 
thus producing some facial palsy. In one case I 
tried to divide the nerve by passing a high-frequency 
current along a blunt hook. The nerve shrivelled 
and became white and opaque, and this heating 
effect gradually spread from the hook towards the 
internal auditory meatus, and the face twitched. 
The current was stopped and the nerve was divided 
by a tenotome. If I had persisted with the current 
a damaging heating effect might have reached the 
facial nerve before the auditory nerve was finally 
divided. No damage was done, for after operation 
there was no trace of facial palsy in this case, or, 
indeed, in any of the other cases except Case 4, in 
which a similar degree of facial weakness had been 
observed before operation. 

The vestibular portion of the nerve is very tough, 
much tougher than the cochlear nerve or the 
trigeminal nerve, and it is on this account probably 
that avulsion and endothermy are not such suitable 
methods for dividing the nerve as section with a 
tenotome.* Occasionally near the internal auditory 
meatus the vestibular nerve, which here is on the 
outer side, is slightly separated from the more medial 
cochlear nerve. In two of the operations I have 
at first divided the vestibular nerve alone and have 
then had to divide the cochlear nerve. Dandy (1928) 
has made similar observations. It is tempting to 
wonder whether division of the vestibular nerve 


*I have recently operated on another patient who had been 
treated years before, and with temporary success, by opening 
of the external semicircular canal on the same side. In this 
patient the vestibular nerve proved at operation to be quite 
soft and yellow, from which the conclusion may be drawn that 
its fibres had degenerated after the external semicircular canal 
was opened. 
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alone would suffice to relieve the symptoms; it 
would not always be possible to separate the vestibular 
from the cochlear nerve, but division of the outer 
half of the auditory nerve is certainly a feasible 
operation and it might be tried at a later stage when 
we are more familiar with this method of treatment.t 

There is no difficulty in separating the cochlear 
from the facial nerve. In all our cases there was a 
vessel between the two, sometimes a large vein 
that almost completely obscured the facial nerve 
from view, and on one occasion the tiny auditory 
artery. The nervus intermedius travels with the 
facial nerve in the outer part of its intracranial 
course, but nearer the pons it runs as a separate 
strand between the facial and auditory nerves. 
It might be injured if the auditory nerve was divided 
close to the pons, but this is unlikely to happen in 
the usual operation when the nerve is divided near 
the internal auditory meatus. In our four cases 
taste was tested before and after operation and 
no changes were observed. No evidence of a patho- 
logical lesion is found at operation, and these opera- 
tions, like others that are simply anatomical dissec- 
tions, go very smoothly, and the only complication 
that occurred in our series was in Case 4 when a vein 
from the cerebellum was torn from its attachment 
to the sigmoid sinus during retraction of the lateral 
lobe of the cerebellum. There was a good exposure 
of the region and it was easy to stop the bleeding 
point by means of a cotton pledget and then by a 
stamp of muscle. Endothermy does not stop 
bleeding from large sinuses. 


The Indications for Operation 


We wish to make it quite clear that we do not 
recommend this operation for all cases of vertigo 
or even for all cases of aural vertigo. In selecting 
suitable cases it is, of course, necessary to exclude 
cases of vertigo that are due to lesions elsewhere 
than in the afferent labyrinthine pathway, since 
vertigo can be produced by lesions in almost any 
part of the brain. When this has been done there 
remains the group of cases known as aural vertigo, 
usually readily distinguished by the association 
with vertigo of disturbance of cochlear function— 
namely, deafness and tinnitus. Some of these cases 
are due to acute labyrinthitis and the vertigo clears 
up when the infection subsides. In other cases the 
syndrome of aural vertigo may be produced by lesions 
elsewhere than in the internal ear. Even the removal 
of a plug of hard wax from the external ear has 
stopped attacks of vertigo. 

Tumours of the cerebello-pontine angle may 
occasionally produce at the beginning little but 
attacks of vertigo. Two cases of intracranial tumour 
seen within the last year had been labelled as Méniére’s 
disease when they first came under expert care. 
One was a case of intracerebellar cystic and solid 
tumour (? glioma ? neurinoma) in the region of the 
right restiform body in which the illness began with 
a sudden attack of vertigo and vomiting, followed 
by deafness and tinnitus of the right ear and a feeling 
of unsteadiness in walking that was not unjustifiably 
attributed to the nervous temperament of the patient. 
It was not until five months later that this patient 
developed numbness in the right side of the face and 


+ In a still more recent case in which the degree of deafness 
was slight only the outer half of the auditory nerve, presumably 
the vestibular portion, was divided. Afterwards the acuity 
of hearing on the affected side was the same as it had been 
before. Although there have been no further attacks of vertigo 
since the operation was performed on Feb. 25th, 1933, it is mani- 
festly not yet ble to claim that this operation will be as 
effective as division of the whole auditory nerve. 
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showed an extensor plantar reflex on the left side, 
the first signs suggesting that the condition was 
not one of aural vertigo. The distinction is to be 
sought, according to Dandy (1928), in the fact that 
in aural vertigo the patient usually has free intervals 
between the attacks, whereas in tumours a more or 
less chronic state of vertigo exists. This was certainly 
true of our first case of tumour and to a certain extent 
also of the second, an ependymal glioma of the fourth 
ventricle. Other conditions which may simulate 
aural vertigo include syphilitic meningitis involving 
the eighth nerve, aneurysm in the cerebello-pontine 
angle arising from the vertebral artery, and vascular 
lesions within the pons. 

Of the cases of aural vertigo that remain when 
these lesions have been excluded, many will respond 
to medical forms of treatment, among which clearing 
wax from the external ear, reassurance and the 
administration of luminal and bromides are most 
important. The operation of division of the auditory 
nerve should only be advised in those cases that have 
failed to respond to such treatment continued over 
a reasonable time and in which the hearing of one 
ear is so reduced that division of the auditory nerve 
of that side will not make any practical difference 
to the patient’s hearing. The operation appears to 
be a particularly suitable form of treatment for those 
patients who are prevented from working, either on 
account of the severity of the attacks or the dangerous 
character of their work. 

Severe deafness of one ear is the only indication 
upon which the choice of the side that should be 
operated on can be based. The direction towards 
which the patient turns or falls and the direction 
towards which external objects appear to rotate, 
bear no fixed relationship to the side of deafness. 
Jaloric and other labyrinthine tests are also of very 
little value, for in our experience there is usually 
little or no response from either side. Coleman 
and Lyerly, however, have found in their series that 
the vestibular response to caloric tests is usually 
normal, 

Results 

The results of the operation in these four patients 
have so far been very satisfactory. The operations 
were performed between December, 1931, and July, 
1932, so that the ultimate results are not yet apparent. 
But since operation all of our patients have had 
complete freedom from attacks and have returned 
to their original employment amidst machinery and 
other surroundings dangerous to sufferers from aural 
vertigo. In a recent article Dandy (1932) states 
that there has been no recurrence in any of his 
patients, the first of whom was operated on over six 
years ago. 

The operation appears to stop the attacks of 
vertigo immediately or almost immediately, but 
in other respects its results are not dramatic, like 
those of division of the trigeminal or glossopharyngeal 
nerves for neuralgia. As a result of their attacks 
our four patients had all lost confidence in walking, 
and also showed considerable mental depression ; 
and after operation the psychological side of their 
disorder persisted for a time although they had 
no further attacks. This was shown to a marked 
degree by one patient (Case 2) who had already been 
away from work for three years and had also had an 
operation on the middle ear which failed to stop his 
attacks. After division of his auditory nerve it 
was nine months before this man made sufficient 
psychological recovery to return to his work. Doubt- 
less, the main reason for the psychological symptoms 
is the extreme degree of apprehension produced by 
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repeated attacks of vertigo amid machinery, traffic, 
and so forth, and this is not immediately dispelled 
by operation. Three of our patients had suffered 
from tinnitus before operation; afterwards the 
tinnitus was much reduced in two and unchanged 
in the third. 

Physiological Effects 


The physiological effects of division of the auditory 
nerve in these patients cannot be dealt with fully 
in this paper, but they must be briefly mentioned, 
especially in order to give a clear picture of the 
temporary disabilities produced by the operation. 


VERTIGO AND VOMITING 


No vertigo was experienced by three of our patients 
after operation, and vomiting was slight in two of 
these, being limited to the first 24 hours after opera- 
tion, and was absent in the third. The other patient 
(Case 4) had fairly severe vomiting for four days 
after division of his left auditory nerve and during 
this period also complained of rotation of external 
objects in an anti-clockwise direction and of a feeling 
“like being at sea.” This patient had more hearing 
in the affected ear at the time of operation than 
any of the others. He could still hear whispers 
at two inches from the left ear. 

It is rather remarkable that there is thus little 
or no vertigo and only slight vomiting after division 
of the eighth nerve. This is in marked contrast 
to what happens when the labyrinth is affected by 
acute infection. In our cases, to be sure, the nerve 
was already a damaged one before it was divided, 
and there is a certain amount of evidence from Case 4 
that vertigo and vomiting are more pronounced 
when the pre-existing disturbance of auditory function 
is not so severe. It is probable, however, that 
section of the auditory nerve has entirely different 
effects from acute infection of the labyrinth, which 
is an irritative lesion of the afferent labyrinthine 
pathway. 

NYSTAGMUS 


After section of the eighth nerve nystagmus 
appears, following recovery from general anesthesia, 
and it persists in diminishing intensity for two to 
three weeks. It is never very pronounced even in 
the first few days after operation. This nystagmus 
is most evident on lateral deviation of the eyeballs 
away from the side of the divided nerve and is least 
when the patient looks towards the side of operation. 
The quick phase of the nystagmus is towards the 
contralateral side. The nystagmus frequently has 
a rotatory quality, the rotation being in a clockwise 
direction after section of the right auditory nerve 
and anti-clockwise when the left nerve has been 
divided. Three of our four patients had nystagmus 
before operation, which was only evident or was 
most pronounced when the eyeballs were directed 
towards the side of the deaf ear. After operation 
they showed, for a time, nystagmus that was most 
evident on deviation of the eyes away from that side, 
but some months later in two of them (Cases 1 and 2) 
the nystagmus was the same as it had been before 
operation, while in the third (Case 4) it was still only 
elicited on fixation to the contralateral side. 

The nystagmus that follows division of the eighth 
nerve is evidently due to the unbalanced action of 
the opposite labyrinth. Until the patient adjusts 
himself to it this tends to produce reflex deviation 
of the eyes to the opposite side which is constantly 
receiving correction, possibly from the visual (retinal) 
factor in ocular fixation. Hence the slow phase 
of the nystagmus is away from the side of the normal 
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labyrinth and represents its influence in reflex ocular 
displacement. The quick phase of the nystagmus 
represents the corrective influence. Consequently, 
when the patient is directed to look to the side of 
the divided eighth nerve—i.e., to the side on which 
the eyes are being reflexly deviated by the normal 
labyrinth—reflex deviation and retinal ocular fixa- 
tion coincide and nystagmus diminishes or disappears. 

en, however, the patient is made to look to the 
side of the normal labyrinth, reflex ocular deviation 
and retinal ocular fixation are most in conflict and 
the nystagmus is maximal, 


DIPLOPIA 


All our patients had double vision after the opera- 
tion. It lasted up to seven days in three cases, 
while in the fourth (Case 4) it was present inter- 
mittently for three weeks. It was never a very 
troublesome symptom and began to improve almost 
as soon as it was noticed. In some instances it might 
have escaped our notice had we not inquired for it.t 
The patients usually noticed it on the day after 
operation when they began to look around them 
again, and the diplopia had certain constant 
characteristics. The most striking of these was its 
fleeting character and the tendency for the false and 
true images to become superimposed, even while 
the patient was looking at any particular object. 
Sometimes during fixation the false image would 
travel up and down, joining and rejoining the true 
image. The diplopia persisted for distant objects 
longer than for near ones. In the later stages when 
it had almost completely disappeared it might 
reappear after prolonged fixation on any one object. 


This diplopia could not be explained by the. 


weakness of any single muscle or group of muscles. 
Our observations are few and incomplete, but they 
suggest the possibility that two factors may be 
concerned in its production. Skew deviation of 
the eyes appears to be responsible in some cases. 
This was actually observed in Case 1. In this 
patient, after section of the right auditory nerve, 
the right eyeball was displaced downwards and 
inwards and the left upwards and inwards. This 
displacement was only slight and was observed for 
only two days after operation. In this patient’s 
diplopia the lower image, regarded as the false image, 
was that perceived by the left eye and was on a 
plane slightly to the left of the true image. Diplopia 
was most evident on looking downwards and was 
inconstant in other directions. Diplopia of a similar 
nature, and also associated with skew deviation of the 
eyes, has been observed by us to follow an operation 
in the region of the floor of the fourth ventricle in 
which the attachment of an astrocytoma to the 
floor of the fourth ventricle was treated by high- 
frequency current. There is ample physiological 
evidence that skew deviation of the eyes is an abnormal 
ocular posture which may be produced by a defect 
of tonic impulses from the labyrinth on the side of 
the divided nerve, for in animals, following unilateral 
labyrinthectomy or division of the auditory nerve 
on one side, the eye on the affected side becomes 
deviated .downwards, while the opposite eye is 
deviated upwards. 


t We have not found any reference to diplopia after division 
of the eighth nerve in the previous articles on the subject. 
Apparently neither Dandy nor Coleman has observed it, and 
in a personal communication Dr. H. Olivecrona, of Stockholm, 
states that he also has not encountered it. In one of our recent 
cases there was no diplopia, though for a few days after operation 
ob, looked blurred if the h was moved quickly. To 


ju from our other experiences it must occur fairly frequently 
and the fact that it has received no attention in the past merely 
serves to emphasise its inconspicuous and transitory character. 
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Another possible cause of diplopia following section 
of one auditory nerve requires consideration. 
Diplopia following paralysis of an ocular muscle is 
due to a false projection of the visual field of the 
affected eye. The projection of objects in visual 
space depends not only upon the position of their 
images on the retine, but also upon information 
derived from the proprioceptors of the ocular muscles 
whereby the position of images on the retine is 
correlated with the posture of the eyes in the head. 
It is probable that the labyrinths also play an 
important part in the accurate perception of visual 
space, since they are the proprioceptors by which 
the position of the head is related to gravity, while 
the proprioceptors of the cervical spine muscles play 
a similar réle in relating the position of the head 
to that of the rest of the body. It is not unlikely 
therefore that the sudden loss of proprioceptor 
impulses from one labyrinth may lead to temporary 
diplopia by disorganising the patient’s projection 
of visual space. The existence of some such factor 
in addition to, or independently of, skew deviation 
of the eyes as a cause of the diplopia is suggested 
by its lack of uniformity in different patients. This 
problem is receiving further investigation. 


Summary 


1. This paper describes the effects of division of 
the auditory nerve in the treatment of four cases of 
severe aural vertigo. 

2. The surgical approach to the nerve and the 
indications for operation are described. 

3. Following the operation all four patients have 
been relieved of their vertigo and enabled to return 
to work. 

4. The physiological results of the operation, which 
include transitory diplopia, are discussed. 


We are indebted to our colleagues in the aural 
department of thé London Hospital, especially 
Mr. Norman Patterson and Mr. William Morris, 
for kindly investigating our patients. 
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BELFAST HosPITALs.—Last year the Royal Victoria 
Hospital received 6174 in-patients, but the waiting- 
list still contained over 850 names. General contri- 
butions have fallen by £3153 in the last 12 years, and 
workmen’s contributions also showed a heavy fall. At 
the annual meeting Prof. A. Fullerton complained 
that the hospital is “too often exploited by those 
who are quite able to pay for their own medical treat- 
ment.’”” A pay block for persons of moderate means is 
under consideration.—The Benn Ulster Eye, Ear, and 
Throat Hospital last year treated 5337 patients, of whom 
879 were admitted to the wards. Owing to the general 
unemployment there was a considerable reduction in the 
number of eye accidents. The hospital has for more than 
half a century provided for paying patients.—Last year the 
Hospital for Diseases of the Nervous System treated 5000 
patients. A fund has been opened for the provision of a 
theatre and an X ray department, and it is hoped shortly 
to appoint an honorary psychologist. 
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In recent issues of THe Lancet Wolff,' Moore,? 
and Green * report a series of investigations into the 
reserves of vitamin A found in the liver in various 
diseases. At the time of théir publication we had 
just concluded a similar study, though on a much 
emaller scale, of the reserves found in native mine 
labourers. These results are offered here for considera- 
tion in conjunction with the foregoing, since they 
appear to present some points of additional interest. 

Some time ago it was suggested that the low resis- 
tance to pneumonia shown by our native mine 
labourers on the Reef might in part be brought about 
by a lack of vitamin A in their diet. Since it had 
already been shown that the liver is the chief store- 
house of this vitamin, it seemed probable that the 
amount found in this organ could be used as a rough 
index of the amount available in the diet; in other 
words, that a liver well stored with vitamin A would 
provide reasonably good evidence that the diet was 
not deficient in this respect. Our experiments, there- 
fore, had two objects in view. First to examine the 
vitamin content of the livers of healthy individuals 
dying as the result of accident, in order to see whether, 
during their life on the mine, they had been able to 
accumulate, or maintain, a fair reserve of vitamin A. 
Secondly, to compare these findings with similar 
estimations carried out upon livers obtained from 
patients dying from pneumonia, in order to form some 
idea of the demands made by this disease upon these 
vitamin reserves. 

The methods adopted in extracting and estimating 
the vitamin were substantially those described by 
Moore, but we found it necessary to take an addi- 
tional precaution—namely, to take particular care to 
protect the extracts from the bright light of our 
laboratory. Although we adopted this procedure as 
a practical method, we have come to question its 
accuracy and to suspect that the extraordinary low 
values sometimes recorded by all the observers may 
be misleading and be due to the survival in the final 
extract of some such “inhibiter” of the colour 


‘reaction as that described by Morton.‘ At least it 


seems desirable that this possibility should be excluded 
in future work upon extracts of such a complex tissue 
as liver. 

Altogether 70 livers were examined; 19 were 
obtained from accident cases, 44 from cases of 
pneumonia, and the remaining 7, not dealt with in 
this report, were from deaths due to various other 
diseases. 


FINDINGS IN ACCIDENT CASES 


Table I. contains the results for the accident, or 
control group, in which death was always sudden, 
and was generally due to a fall of rock, electrocution, 
er stabbing; the usual post-mortem was made and 
particular care was taken to exclude cases which 
showed any obvious sign of disease. A few native 
labourers, not miners, were included, but they have 
been treated separately as Group I. (b). 

It will at once be noticed that we also encountered 
the same wide range of variation referred to by the 
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previous observers, in spite of the fact that cireum- 
stances enabled us to eliminate many of the factors 
which might well be expected to bring such variations 
about. Thus, all our individuals were males, of very 
similar age and physique, engaged upon the same 


TABLE I.—Vitamin Content of Liver in Accident Group 


(a) Miners. 


(b) Non-miners. 
No. of Vitamin in 


Vitamin in Vitamin in 
blue units antag blue units eet blue units 
per &. ‘ per g. 7 per. g. 
Pde TR via OO a DB 55 .e-- 287 
me “~«. Be sas Re 06 34 (i ae ee 
a +e. an &ece. ae os ae a ‘cece, aan 
oe oe Ge cesue GR es 11  <ene: Se 
C's. GS ced OB ck 77 wee Bee 
as TR cous HP Va 60 
49 581 . Fe os 48 


Number of cases, 14 ; mean value, 270; Number of cases, 5; 
range, 11 to 853. mean value, 529; 
range, 147 to 921. 


type of work—indeed, mostly from the same mine 
(Crown Mines)—and, above all, eating a closely similar, 
if not identical, diet. Until the publication of the 
results obtained by Wolff and Moore we were con- 
siderably puzzled by these extremely erratic fluc- 
tuations, and in an endeavour to account for them 
considered first the possible errors of analysis and 
then attempted, quite unsuccessfully, to correlate 
them with such variables as age, tribe, period of 
service on mine, and so on. We were eventually 
compelled, however, to accept them as true variations 
in the vitamin A reserves of the livers, at any rate, as 
measured by the antimony trichloride reaction. 
Accepting them as they stand, and adopting 
Moore’s use of the median as being less misleading 
than the average when dealing with such erratic 
figures, we have the three following estimates for the 
“normal” vitamin content of human liver. 


TABLE II.—Comparison of Three Independent Psti- 
mates of the Normal Vitamin A Content of Liver 


| 





No. of : Mean 
— cases Median. (| Range. vitamin Nationality. 
7 content 
Wolff* .. 78 Betweenl110 0 to 269 Netherlands. 
and 210. 1210 
Moore ee 23 235 0 to 367 English, 
71800 
Our series * 14 190 12 to 297 Bantu 
938 (mine 
labourers). 


* Increased by 10 per cent. to make them strictly comparable 
with the method of estimation adopted by Moore. 


Taking into consideration the errors inherent in 
the antimony trichloride method of assay and the 
slight differences in technique which are almost bound 
to have occurred, I think it will be admitted that the 
very substantial measure of agreement between these 
figures is somewhat remarkable, especially in view 
of the considerable differences in diet that are repre- 
sented. The diet used by the native mine labourers 
has been standardised by Government regulation and 
though largely based on maize meal contains at least 
five ounces of fresh vegetables daily. Evidently it 
contains enough vitamin A to enable most of those 
present to store a surplus, after current requirements 
have been met; it also appears that the surplus thus 
accumulated is about on a par with that found 
elsewhere. I therefore see no reason for supposing 
that the diet at present in use is deficient in vitamin A, 
although, until the subject has been more closely 
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studied, it is not possible to say whether this reserve 
level represents the “‘ optimal” storage. 

The second point worthy of notice is that we have 
also encountered the occasional low values which are 
such a curious feature of the previous investigations, 
seeing that they were all carried out on individuals 
supposed to be in good health. Taking as an arbitrary 
lower limit 100 blue units per gramme, we find they 
occur as given in Table III. 


TaBLeE III.—Occurrence of Low Levels of Vitamin A 
in Apparently Healthy Persons 


Number of Number below 
accident cases 100 blue units 
examined. per g. 
Wolff .. oo aa ae. . wenedlie 17 
Moore ., Sia -" me © eetuan tt 5 
Our series os = ae. Wielaoaue 4 


Both Moore and Wolff attribute these low values 
to a lack of vitamin in the diet of the persons con- 
cerned, though Moore mentions that he has 
occasionally found the same phenomenon amongst 
his control rats; however, in our group it is difficult 
to accept this explanation for, as I have pointed out, 
the diet was as near as possible constant throughout. 
I incline to the view that in such individuals, healthy 
though they appear to be, there must be some failure 
to absorb or to store more than minimal amounts of 
the vitamin. That such storage defects may occur 
in disease has been amply demonstrated by Green, 
who found low values in some of his cases, even after 
giving massive doses of concentrated vitamin, and 
it will be seen in Table VI. that this appears to be 
borne out also by our few values for pneumonia cases 
treated with vitamin concentrate. 

In order to see whether any evidence bearing on 
this point could be obtained from a more detailed 
examination of the livers themselves, Dr. F. W. 
Simson, of the Institute’s department of pathology, 
kindly sectioned and examined them all micro- 
scopically ; while the majority were found to be fairly 
normal, no less than 8 of the 70 livers, including 2 from 
the group we are now considering, showed definite 
evidence of bilharzial infection ; in some cases ova or 
parasites were observed. The mean vitamin content 
for these 8 livers was only 97 blue units. In this 
connexion it is of some interest to note that Wolff 
also found a low mean (78) for six cases of cirrhosis 
of the liver, but, on the other hand, the mean for 
exactly the same number of cases of cirrhosis obtained 
by Moore was actually as high as 784. While it is 
impossible as yet to account for these abnormally 
low vitamin A reserves found in apparently healthy 
persons, it is doubtful whether they could be increased 
to any extent merely by raising the vitamin content 
of the diet. 

PNEUMONIA GROUP. 

The 44 natives in the pneumonia group all died in 
hospital, the average period of illness being 7-5 days. 
Both broncho- and lobar pneumonia are considered 
together in Table IV., since it was found that there 
was little difference between the values in the two 
conditions. Clinical histories and post-mortem reports 
were available in each case and were taken into 
account in the final study of data. The findings in 
the 35 cases which were not treated with vitamin A 
are shown in the Table. 

Table V. gives a comparison of these findings with 
those of Wolff and Moore. 

When we first examined our results we came to the 
conclusion that although the pneumonia figures 
showed quite a striking difference when compared 
with the controls, it was impossible to regard this 


difference as of unquestioned significance, statis- 
tically speaking, because of the wide fluctuations 
within the groups. In view, however, of the substantial 


TABLE IV.—Vitamin Content of Liver in Pneumonia 
Group, Untreated by Vitamin 


- Vitamin in r Vitamin in r Vitamin in 
oe blue units | N°- of bjue units =i blue units 
per g. - per g. 4 per g. 
4 286 } 21 .. 388 Gi * a 48 
5 0 24 .. 201 “as 36 
7 207 ee 0 — ce 
9 .. 488 28 .. 138 «a 12 
ee 32 i 67 SS 1c OS 
BR iiss 204 | 31 .. 268 64... 138 
12 94 | ear See 
13 .. 190 | 34 .. 215 — «< 36 
— is Se ae es 44 oe ws wee 
oe «se wT .. HS ew Bs 
tt 97 38 .. 107 GB. «< 0 
18 296 40 .. 182 


Number of cases, 35; mean value, 148; range, 0 to 488. 


agreement shown by all three observers, there is no 
longer any doubt that persons dying from pneumonia 
tend to have lower reserves of vitamin in their livers 
than those who have died from accidental causes. 


TaBLE V.—Comparison of Vitamin A Content of Liver 
in Cases Dying as the Result of Pneumonia, and 
from Accident 


| Pneumonia group. Accident group. 


No. of No. of 
cases. Median.| Mean. canes. Median. |Mean 





Wolff* .. 4 8, — 215 | 78 |110to210 269 
Moore 3 60 | 122 182 23 235 367 
} | 
Our series * 35 | 141 163 14 | #190 | 297 

DISCUSSION 


How are we to interpret this finding? Does it mean 
that there is a drain upon the reserves during the 
course of the disease, or is it a case of lower reserves 
predisposing to infection? 

Regarding the former alternative, it seems somewhat 
unlikely that a disease which runs such a rapid course 
as pneumonia is going to affect the reserves to any 
marked extent, and there is a certain amount of fairly 
direct evidence against such a view. (a) In the first 
place, we were entirely unable to correlate the reserves 
present at death with the duration or severity of the 
illness, as judged by the hospital records and post- 
mortem findings. (b) Conversely, Orenstein,® working 
here with similar native mine labourers, was unable 
to detect any benefit whatever when over 300 cases 
of pneumonia were treated with generous supplies of 
vitamin A, as compared with a similar number of 
untreated controls. (c) Finally, it is not supported 
by the usually accepted conception of the mode of 
action of vitamin A, which, to quote a recent state- 
ment by Harris,* “ affords no basis for the belief that 
vitamin A therapy is likely to be effective in combating 
acute general infections due to specific highly 
pathogenic micro-organisms. . .” 

On the other hand, it is more likely that low reserves 
of vitamin may be a predisposing cause of infection ; 
at any rate, it is well known that experimental 
animals, when placed on a diet deficient in vitamin A, 
tend to show a considerably increased susceptibility 
towards respiratory infections. Just how far this 
protective property of the vitamin is applicable to 
similar conditions in human beings is, however, not 
so clear. As will be seen above, no less than seven of 
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our cases died with a reserve well above Moore’s 
“normal” level of 235 units per gramme; similarly, 
Wolff found that his 267 cases of death from acute 
infections gave an average value of 248, whilst 13 per 
cent. were even above the 400 level, and one individual, 
who died as a result of sepsis, actually gave the 
astonishing value of 3500 units per gramme. Such 
results hardly support the “deficiency ” hypothesis in 
its simple form, but we must remember that as yet 
very little is known about the metabolism of the 
vitamin, even in health; for example, in such cases 
it might be found that the vitamin, though present, 
may not be in an available form. 

In conclusion, it may be said that whilst it seems 
more probable that the lower levels of vitamin A 
found in the livers of persons dying from pneumonia 
existed before the disease began, and are not due 
to dramatic demands made upon the reserves during 
the progress of the disease, it cannot be regarded as 
established that such lower levels have directly 
predisposed the individual to infection, though they 
may well be an indication of a state of malnutrition, 
which is of importance in this respect. 


TABLE VI.—Vitamin Content of Pneumonia Group 
Treated by Vitamin 


Days Vv Days Vv 
No. of — hag ay No. of > oa hey Rap my 
units case. units 
concentrate concentrate 
(substance Y). PeTS- (substance Y). P&T &- 
22 ee 5 e 174 me ws 3 ° 47 
25 ee 2 oe 0 ;. oar 6 ° 22 
26 ee 8 es 37 TS 2 4 s 83 
39 oo, ae ee 843 a 5 - 239 
45 3 % 114 


‘isiitien of cases, 9; mean value, 173; range, 0 to 843. 


Table VI. shows the results obtained for several of 
Orenstein’s cases who had been treated with generous 
amounts of the vitamin A concentrate known as 
“Substance Y.” Presumably in Case 39 some storage 
may have been taking place, but, on the whole, it 
will be seen that it is not easy to increase the vitamin 
reserves to any extent during the progress of the 


disease. 
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GLANDULAR FEVER IN THE TROPICS 


By E. Cocurane, M.B. Guase., D.P.H. 
AND 
8S. C. BeTTENCOURT-GomEs, M.B. Eprn., D.T.M. & H. 


OF THE BRITISH GUIANA GOVERNMENT MEDICAL SERVICE 


THE following account of a small epidemic of 
glandular fever may be of interest, since we believe 
these are the first cases to be reported from the 
tropical areas of the British Empire. Hasselmann,' to 
whose original paper in 1931 we have been unable to 
obtain access, was the first to report the disease in 
the tropics ; his cases were met with in the Philippine 
Islands. 

On Nov. 5th, 1932, a team left British Guiana to 
take part in a series of Rugby football matches in 


* Hasselmann, C. M.: Studies in Glandular Fever. Report 
of ag © ee Cases from the Tropics. China Med. Jour., 1931, 
v., 385. 
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Trinidad. Including reserves, the team numbered 18, 
and their ages ranged from 20 to 25 years. They all 
resided at the same hotel in the city of Port-of-Spain, 
and no changes were made in their dietary except 
for an increased consumption of milk and the use of 
distilled drinking water. The latter can only be 
ascribed to prejudice, since the Port-of-Spain water- 
supply is excellent and adequately guarded from any 
possibility of contamination. 

After a series of matches they sailed from Trinidad 
on Nov. 18th and reached Georgetown on the 20th. 
After their arrival home seven of the team fell ill, 
both back and forward divisions being affected. Of 
the seven affected five were born in the Colony and 
two in the British Isles. During the tour, beyond 
the usual minor injuries incidental to the game, no 
member of the team was unwell. 


The individual histories were briefly as follows :— 


CAsE 1.—A., who was instrumental in bringing the 
outbreak to our notice, consulted one of us (S.C. B.-G,) on 
Dec. 21st, 1932. He stated that he had some “lumps in 
his neck’ which had made their ap _ about ten days 
previously. On Nov. 25th, five days after his return, a 
feeling of malaise coupled with a temperature of 101° F. 
had caused him to take to his bed. Since it appeared to 
him to be an attack of influenza he did not call in a doctor. 
He was in bed for three days with headache, pains in the 
back, profuse diaphoresis, especially during the night. 
furred tongue, and obstinate constipation. A feeling of 
persistent weakness associated with swelling of the glands 
in the neck and elsewhere caused him to seek medical aid. 
On examination he presented no physical signs of disease 
except for the glandular enlargement. Palpable glands 
were present in both anterior cervical triangles, more 
marked on the left, in the occipital triangles, and in both 
axille. The right pre-auricular gland was also enlarged. 
The glands were discrete, painless, and ranged in size from 
a pea to a haricot bean. He stated casually during the 
examination that six other members of the team were 
reported to be similarly affected. This led to an attempt 
on our part to get in touch with the others. Unfortunately 
they were all back at work by this time, and that fact, in 
conjunction with the nearness of the Christmas holidays, 
resulted in our only being able to carry out brief examina- 
tions. Except for the following case we were unable to do 
any blood counts. 


Case 2.—B. developed a severe headache five days after 
landing, this was accompanied by shooting pains in the 
back running right up to the occipital region. He remained 
in bed for two days during which time he had a high fever ; 
he did not take his temperature. He first noticed the 
swelling of the glands about Dec. 10th, 16 days after the 
onset of his illness. At the time of the examination he 
was still feeling unwell, and thought he was getting bouts 
of “‘ low fever,”’ but his temperature was found to be normal. 
An obviously enlarged gland was noted at the posterior 
border of -each sternomastoid, the glands were oval in 
shape and measured 2-5 by 1-2 cm. The occipital region 
contained a few shotty glands; in the left axilla four 
enlarged glands about the size of haricot beans were present. 
Two or three glands of similar size were palpated in both 
inguinal regions. At no time, in spite of the considerable 
size of the cervical glands, did he experience any pain or 
tenderness. The white blood count was as follows: white 
cells, 8400; polymorphs, 31-5 per cent.; lymphocytes, 
66-0 per cent. ; eosinophils, 1-0 per cent. ; and large mono- 
nuclears, 1-5 per cent. 


CasE 3.—C. also commenced to have pains in the limbs 
severe headache, and fever five days after disembarkation. 
He was in bed for five days, and though he felt that his 
temperature was high, never troubled to record it. On the 
first night of the attack he experienced a sharp attack of 
vomiting. In his case the glandular enlargement came on 
about the nineteenth day. Following the cessation of the 
fever he had persistent pain in his right shoulder for some 
days. One slightly enlarged gland was palpable in the 
left anterior cervical triangle and three discrete glands on 
the right side. The right pre-auricular gland was enlarged 
to the size of a pea. A few enlarged glands were noted in 
each axilla. 


Cask 4.—D. gave a history of a mild attack of fever with 
malaise five days after arrival; he was in bed for two 
days. The swelling of the glands was noticed 16 days 
after the commencement of the febrile attack. At the 
time of examination there were a few discrete glands 
s2 
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palpable in both anterior cervical triangles, two in each 
axilla, and one in the left inguinal region. 


CasE 5,—F. felt unwell on the fifth day after disembarka- 
tion: the following day there was no improvement and he 
took a purgative. The two days following he was confined 
to bed with a high temperature (not taken) and severe 
headache. He particularly noticed the fact that he suf- 
fered no impairment of appetite. He first noticed the 
swollen glands on the eighteenth day. The left pre- 
auricular, the right submaxillary glands, anterior cervical 
occipital, and axillary glands were palpable. 

CASE 6.—F. was seized with a severe pain in the nape of 
the neck two days after disembarkation. On the fourth 
day the pain was so severe that he could not move either 
his head or his shoulders without experiencing great dis- 
comfort. He took a purgative and went to bed as in addi- 
tion to the pain he had a severe frontal headache, fever, and 
nausea. In his case the glands were swollen about the 
tenth day, and were slightly painful-to touch. Glands 
affected were the submental, anterior cervical, occipital, 
and inguinal. 


CasE 7.—G, was unable to present himself for examina- 
tion but gave a history in all points similar to the others. 


In every case both debility and enlargement of 
the glands persisted for some weeks. All efforts to 
trace the source of the infection were fruitless. 
Extensive inquiries were made in Trinidad but no 
cases were brought to light, and there were certainly 
none among the opposing teams. No further cases 
occurred in Georgetown either among the members 
of the team or their relatives. Suspicion naturally 
fell on the milk supplied, but milk from the same 
source was consumed all over Port-of-Spain. We 
thought at one time that the steamer which brought 
them back from their tour might have carried the 
infection from some European or American port 
prior to calling at the West Indies. The ship’s 
surgeon on his next call was able to assure us that 
there had never been any sickness amongst the 
passengers or crew remotely resembling glandular 
fever on that or any other recent voyage. 


SUMMARY 


Seven young healthy adults, members of a football 
team from British Guiana visiting Trinidad, con- 
tracted glandular fever. The time of onset was the 
same in all but one case and the mode of onset 
differed only in intensity. The course of the disease 
was similar, though accurate details were unobtain- 
able, as in no case had medical aid been sought 
during the febrile stage. In one case enlargement of 
the glands was noted ten days after the onset of the 
primary attack, the others varied from 16 to 19 days. 
In all but one case no pain nor tenderness accom- 
panied the glandular enlargement. The cause of the 
epidemic remains undiscovered. 


We wish to thank Dr. G. H. Masson, medical 
officer of health for Port-of-Spain, for the trouble he 
took in making careful inquiries as to the possibility 
of cases having occurred in Trinidad. We are 
indebted to Dr. Q. B. de Freitas, acting surgeon- 
general, for permission to publish these notes. 

Public Hospital, Georgetown, British Guiana. 





NORTHERN HOSPITAL FOR WOMEN AND CHILDREN.— 
Mrs. Temple, wife of the Archbishop of York, recently 
laid the foundation-stone of the new Northern Hospital for 
Women and Children at Almshill, Cheetham Hill-road, 
Manchester. It will consist of two wings, for women and for 
children, with a total of 100 beds ; it is hoped at some future 
time to double the accommodation. The cost of the first 
portion is estimated at £114,000, of which £74,600 has been 
raised. ‘‘ Manchester Northern Hospital ”’ is the title of an 
interesting illustrated history of the institution, founded in 
1856, which has been written by Mr. E. Wheatley Jones for 
the benefit of the building fund. It is published at 1s., and 


may be obtained from the secretary of the hospital. 
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(From the Physiological Department of the Middlesex Hospital) 


IN a previous paper ! a summary was given of the 
various types of test available for estimating the 
efficiency of the respiratory apparatus and an attempt 
was made to determine how far the mercury U-tube 
methods employed in the Royal Air Force were 
applicable for clinical purposes. In the present 
communication the subject of respiratory efficiency 
has been approached through the question of the 
so-called “dead space ” of the respiratory apparatus. 
There has been in the past great controversy over 
this, and a study of published papers shows a certain 
amount of confusion of thought which is due largely 
to the terms employed. 

Loewy ? measured the dead space of the lungs and 
air-passages in a cadaver and reported this anatomical 
volume as being in the region of 144 ¢.cm. for the 
adult subject. Siebeck * appears to have been one of 
the first to study the question in a living subject. He 
pointed out that expired air issuing from the nose 
or mouth was a mixture of “lung air” from the 
alveoli and inspired or atmospheric air from the air- 
passages which had never been subjected to the 
true respiratory process. With equal respiratory 
volumes an increase in the amount of atmospheric 
air in the expired air meant poor “ mixing ”’ in the 
lung spaces, that is, inefficient ventilation of the actual 
alveoli. This fundamental idea of an increased dead 
space in relation to tidal air as an index of inefficient 
alveolar ventilation is the one with which this paper 
is concerned. 

Siebeck’s method of estimating the dead space 
was to allow a subject to breath hydrogen from a 
spirometer, the expired air being collected and 
analysed as well as a sample of alveolar air obtained 
from the last portion of a not too small expansion. 
With the knowledge of the size of each expiration 
the dead space could readily be calculated when the 
hydrogen percentage in expired and alveolar air were 
known. Siebeck found an average figure of 133 ¢.cm. 
for quiet respiration at rest. It is obvious, however, 
that there are disadvantages attached to a method 
which uses a foreign gas, and Douglas and Haldane 4 
calculated the dead space from the carbon dioxide 
content of expired and alveolar air obtaining a figure 
of 160 c.cm. at rest. These writers went further and 
showed that on exercise the dead space was greatly 
increased, rising to over 600 ¢.cm. in one of their 
experiments, and they sought to explain this increase 
by adopting the idea of bronchial dilatation, subse- 
quently modified by Haldane * to the effect that it 
was not the bronchi which dilated but the “ alveolar 
ductules” and “atria” of the lungs. Krogh and 
Lindhard * repeated this experiment on the dead 
space during work with Siebeck’s hydrogen method 
and failed to agree that the dead space increased 
with hyperpnea. Henderson and co-workers,’ how- 
ever, largely confirmed Haldane’s work and expressed 
the view that the dead space varied with the depth 
of respiration, expanding or contracting with the 





* Workiug with a part-time personal grant from the Medical 
Research Council. 
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movements of the thoracic walls and lungs, the 
enlargement during hyperpneea being essentially 
@ passive stretching, not an _ active broncho- 
dilatation. 

So far the controversy had largely been over the 
anatomical aspect of the dead space, but already 
Haldane was drawing attention to the fact that there 
was a physiological side to the question and he 
expressed the view in a paper,® published coincidently 
with that of Henderson, in which he used the term 
‘effective dead space,” saying that that was to be 
regarded as a physiological rather than an anatomical 
conception. Other workers in the Oxford School 
had expressed the same view in a previous paper 
(Campbell, Douglas, and Hobson®) and their summary 
puts the whole matter admirably :— 

“After all, the effective dead space, as understood in 
payeiolosy. is an abstraction, not an anatomical reality. 

he values of the dead space which we calculate are 
expressed as though we have to deal only with the air in 
the alveoli and with the air in the upper respiratory 
passages, both having certain definite end ascartehathte 
compositions, and although the air in the upper respiratory 
passages is moved en bloc in inspiration or expiration 
towards or away from the alveoli. Such an expression is 
convenient, but it conceals the factors which underlie our 
conception of the dead space—the calibre of the bronchial 
tubes. the different rates of flow of the axial and peripheral 
streams of air in these tubes, the character and degree 
of penetration of air into the alveoli or adjacent parts 
of the air-passages, and the liberation of appreciable 
quantities of CO, in other parts of the air-passages than 


the alveoli.’ 

Even in this summary of the factors concerned the 
anatomical dilatation of the bronchial tubes is given 
first place, whereas the second and third factors, the 
questions of the axial and peripheral streams of air 
and the degree of penetration of air into the alveoli, 
are probably of more significance. At any rate the 
controversy still remains unsettled. Pearce and 
Hoover in two separate series of experiments * came to 
the conclusion that the dead space was a fixed 
anatomical and physiological entity. Good summaries 
of the conflicting views have been given by Haldane,!® 
by Liljestrand,"! and by Hess.'!* It will be found 
that much of the difficulty and difference of opinion 
is concerned with the accuracy of methods for 
obtaining samples of alveolar air especially during 
exercise. If all the air issuing from the mouth on 
expiration is obtained in fractions and the carbon 
dioxide content of each sample analysed it is found 
that the percentage rises at first until a more or less 
constant level is obtained. If the figures are placed 
on a curve where the volume of each fraction is 
plotted against its carbon dioxide percentage the 
result is an S-shaped curve ending in a straight 
line sloping gently upwards. By projecting this 
line backwards the dead space of the apparatus and 
subject can then be calculated, since the more or 
less constant levels on this straight line represent 
alveolar air. Aitken and Clark-Kennedy,™ using an 
ingenious apparatus, studied the fluctuations of 
alveolar air during the respiratory cycle in muscular 
exercise, and they found the dead space varied 
between 283 and 392 e¢.cm. and bore a definite 
relationship to the size of the tidal air. ‘“* As the size 
of the breath increased the dead space increases 
proportionally over the range covered by the experi- 
ments.’ The results of this work will be referred to 
below. Using a different method of obtaining samples 
of expired air, but working upon the same principle, 
Arsenijevic and Knipping '* obtained similar curves, 
extending their experiments to patients suffering 
from diabetic coma. They concluded that a constant 
value for carbon dioxide in the expired air was never 
obtained until at least 400 ¢.cm. had been expired. 
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I repeated these experimentst with a simple apparatus 
in which the expired air was collected in fractions 
in small rubber balloons attached to a revolving 
mouthpiece, It was found that after 400-500 c.cm. 
of air had been expired the carbon dioxide content 
became approximately constant. The “dead 
space’ calculated from this method varied between 
104 and 128 c.cm. for quiet expiration. The procedure, 
however, did not seem altogether suitable for clinical 
purposes, a certain amount of close attention on the 
part of the subject being necessary. These preliminary 
studies, however, indicated the possibility of carrying 
out estimations of the dead space on untrained 
subjects provided some methods of obtaining alveolar 
air samples could be devised. This will now be 
described together with the results obtained, and the 
discussion on the meaning of the term ‘‘ dead space ”’ 
will be continued in‘the light of these findings. 


METHODS 


A closed-circuit recording spirometer, based upon 
the type devised by Knipping, has been used through- 
out. In this apparatus a pump circulates the air, 
forcing it through a strong solution of caustic potash, 
and the patient breathes into and out of this closed 
circulation. Oxygen is run into the gasometer part 
of the apparatus, and the carbon dioxide present in 
the expired air is absorbed in the caustic potash, 
from which it can be released at the conclusion of 
the experiment by the addition of sulphuric acid. 
The patient and apparatus together form a completely 
closed circuit, the decrease in ‘volume of which during 
the experiment represents the oxygen consumed, 
while movements of the gasometer are recorded 
on a@ moving drum. 

Fuller details of the original Knipping apparatus with 
illustrations were given in a previous paper.'® The present 
machine was made by Messrs. C. F. Palmer (London) Ltd. 

To check the accuracy of the apparatus a method of 
burning measured quantities of absolute alcohol in a special 
chamber has been devised in conjunction with A. T. Wilson. 
The alcohol burns from a small asbestos wick in a large glass 
funnel connected in circuit with the spirometer. The 
oxygen used is measured on the scale attached to the gaso- 
meter, and the carbon dioxide produced is collected in the 
caustic potash and subsequently released by the addition 
of sulphuric acid, the volume again being re sad off the scale. 
The amount of alcohol used is read from a burette which 
feeds the wick. Details of this method and the calculations 
required are being made the subject of a separate com- 
munication,'* but five typical results are given in Table lL. 


TABLE | 





O; con- : a Respiratory 
sumption. CO, evolved. quotient. 
Error. Error. 

Theo. Actual. Theo oO. Ac tual. Theo. Ac tual. 
c.cm. c.cm. % c.cm. c.cm, % 

1691-3 1678-4 0-75, 1127-5 | 1121-5 0-75 0-667 0-667 
2886-8 2838-6 -1°5 1924-6 | 1916-4 0-4 0-667 0-674 
1545-4 1571-5 «3941-7 1020-3) 1023-8 | +0-2 0-667 0-652 
1755-4 1703-0 3 1170-3. 1157-8 1-2 0-667 0-670 
22170 2232-6 +0-7 1458-0 14840 +1°8 | 0-667 0-665 


Theo.= theoretical. All measurements at normal tem- 
perature and pressure. 


It will be seen from these results that the maximum 
error for carbon dioxide is less than 2 per cent., which is 
reasonably accurate for gasometric work. 


The alveolar air samples were obtained by a 
modification of the fractional method described by 
Hasselbach and Lindhard.'? 


A glass sampling tube of 30 c.cm. capacity was attached 
to the mouthpiece of the spirometer within a few cm. of 


¢ Working with a Rockefeller medical fellowship at the 
Eppendorf Hospital, Hamburg, 1930-31, by kind permission 
of Prof. Brauer. 
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the patient’s mouth. This was filled with mercury, and 
its free end connected by rubber tubing to a glass reservoir 
placed on floor level. Reservoir and rubber tubing were 
filled with mercury. The tap of the sampling tube nearer 
the spirometer was opened so that when the other tap was 
opened mercury flowed out of the sampling tube and air 
entered from the mouthpiece of the apparatus. By watch- 
ing the tracing of respiration obtained on the drum it was 
quite easy to obtain 1 to 2 c.cm. of air at the end of expira- 
tion, and provided this expired air was at least 500 c.cm. 
in volume the air thus obtained was assumed to be alveolar 
air. In actual practice six to seven minutes were allowed 
for each experiment, and 25 c.cm. of alveolar air were 
obtained in the middle period of about two minutes’ dura- 
tion. The dead space of the apparatus which had to be 
taken into account in the subsequent calculations was 
35 ¢c.cm. 

To test the validity of this method a special experiment 
was carried out on several occasions. A Douglas bag was 
filled with a carbon dioxide and oxygen mixture and 
attached to the mouthpiece of the spirometer. The pump 
was set in motion and the gasometer of the apparatus 
moved up and down by hand to infitate the movements of 
respiration. During the expiratory movement pressure 
was exerted in the bag by an assistant and samples of the 
“expired air’’ were obtained as described above at the 
end of expiration. The percentages of carbon dioxide in 
the bag and in the sampling tube were then obtained by an 
ordinary aldane 
gas analysis appa- 
ratus. In a typical 
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the experiment to enable the type of respiration to 
be studied and exact measurements made of the 
time of inspiration and expiration. The oxygen 
consumed was measured from the scale attached to 
the gasometer and also the carbon dioxide output 
as subsequently evolved from the caustic potash 
solution by the addition of acid. The total volume 
of expired air was measured from the tracing, several 
separate minute volumes being obtained and the 
total for the whole period calculated. These two 
readings enabled the carbon dioxide content of the 
expired air to be calculated. The alveolar air in the 
sampling tube was transferred to a Haldane gas 
analysis apparatus and the carbon dioxide percentage 
estimated by two separate readings. The dead space 
was calculated from the following formula. 
D a= ee) —d 


Where D =volume of dead space, E= average tidal 
air, a=percentage of alveolar carbon dioxide, e= 
percentage of carbon dioxide in expired air, and 
d=dead space of mouthpiece (in this case 35 ¢.cm.). 


! j | 


RESULTS 





experiment the | 
results obtained 


were: in bag, 





| The results 
obtained in 20 





carbon dioxide = 


sampling tube 


patients (some 
on more than 








carbon dioxide = 
3-90 per cent. In 
view of the dead 
space of the 


| 
4-05 per cent. In | | 
j 





one occasion) 
are set out in 
Table II., and a 





4 








mouthpiece and 
valves attached to 





shown in the 





the Douglas bag 
and the somewhat 
crude nature of the 
attempts at imita- 





AVA) | 


Figure. I am in- 


} 

| 
| 
| typical curve is 
| debted to the 
, 








ry 
i 


ting respiratory 
movements, the 
difference of 0-15 





physicians of 
Middlesex Hos- 
pital for permis- 














per cent. seems 


rate, and indicates 


| sion to investi- 
gate patients 

















| 

reasonably  accu- 
| 

| 


that the circula- 
tion of air in the 
apparatus has little 
or no _ influence 
bree the samples 
obtained from the 
mouthpiece. 

In the actual human experiments the following 
programme was carried out in each case :— 

The patient was given a preliminary test to get 
used to the apparatus and manipulations employed. 
On the following day the patient fasted from four 
to five hours after a light breakfast, and rested 
recumbent for an hour before the test. A rubber 
mouthpiece, as used in basal metabolic work, was 
used to connect the patient to the apparatus, and the 
nose was closed with a clip. The patient was 
instructed to breathe quietly and naturally through 
the mouthpiece, and when he was in equilibrium and 
breathing quietly through a hole in the mouthpiece 
open to the outer air a tap was turned, putting the 
closed circuit in connexion with the patient and 
closing the opening to the outer air. The time was 
noted with a stop-watch. The patient then breathed 
for six to seven minutes. During this time, towards 
the beginning and end of the experiment, instructions 
were given to take a maximum inspiration followed 
by a maximum expiration. This enabled the vital 
capacity and its component parts to be measured 
on the tracing. Alveolar air samples were obtained 
as described above during the middle period of the 
experiment, and in addition the drum was switched 
over to a quick rate for a quarter of a minute during 
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details see text. 











, under their care, 
| and to Dr. J. L. 


espiratory tracing.—To be read from right to left. Upstroke = inspiration. Each Livingstone of 
horizontal division = 500 c.cm. Each vertical division=1 minute. Big breaths King’s 
nning and end represent determinations of vital capacity. For more 


College 
Hospital for 
allowing me to 
investigate patients attending the asthma clinic at 
that hospital. 

The “normal” figures for vital capacity were 
obtained by the use of Dreyer’s tables.1* In each 
case the weight and sitting height of the patients 
were obtained, and if the expected weight for sitting 
height differed from the actual weight, the ‘ normal ” 
vital capacity was taken as the average of this for 
the actual weight and expected weight. These 
‘normals’ differed somewhat from those used in 
the Air Force standards, but Treadgold’s point }* 
—that increasing weight occurring with increasing 
years would require a higher standard of vital 
capacity at 50 years of age than at 20, which is 
absurd—has not been lost sight of, and the average 
here used is an attempt to meet this objection. 
The figures for the mercury U-tube tests were obtained 
by a separate experiment on the lines described in 
a previous paper.' The “ ventilation equivalent for 
oxygen ”’ is the amount of air which must be breathed 
in order that 100 c¢.cm. of oxygen may be obtained 
by the body. Normal values for this are in the 
region of 2-5 litres, and the value of this observation 
has been discussed elsewhere.'5 The inspiratory- 
expiratory time ratio is obtained by measuring these 
times on the quick-moving portion of the curve, 
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reducing inspiratory time to one, and calculating 
the corresponding figure for expiration. Normally 
this should be also unity or a fraction over. 


GENERAL DISCUSSION 


The expression “normal dead space” has little 
or no meaning as an isolated observation unless 
the strict anatomical view is accepted. In this 
paper the conception of the dead space as a physio- 
logical entity, varying under differing conditions of 
breathing, is held to be more rational, and in every 
instance the material point is what proportion of 
the tidal air—i.e., of each breath—fails to reach the 
lungs and enter the actual alveolar ventilation. 
The point may be put in a positive way by asking 
what proportion of each inspiration effectively 
ventilates the alveoli. This may be readily obtained 
by subtracting the dead space figure, calculated as 
already outlined, from the figure for the average tidal 
air. It will be seen in Table U. that the dead space 
is expressed not only as an actual volume—a largely 
fictitious method—but also as a percentage of the 
tidal air, which is much more valuable. In the 
nermal subject at rest the proportion of tidal air 
which is dead space is about 30 per cent. Briscoe,?° 
in a series of observations on the respiration of 
airmen, gives the results of estimating the dead 
space in nearly 30 subjects where the average propor- 
tion of tidal air was 27 per cent. Douglas and 
Haldane, in the experimental work already 
mentioned, found the dead space was 35 per cent. 
of the tidal air at rest, and although the actual 
calculated volume of the dead space increased 


TABLE II 
‘ ' s eo ‘ 3 ‘ aes © © cf : \Mercury U-tube. 
5 5 bed ‘3 » CP =8e = 2 SEA 
; Sex 3 Rs ~ as | = o == & = i 
i and Diagnosis. Date. = Ee > = 3 3 iar) _ = Ea¢ . Test II. 
s 4 3 z- ~ >be 6 = Sa0 a z aa | Test I. “aig. 
6) age. = a =| = os a = ee = Sus 
= | “Ss z $58 Ese & | & KES | (Ht. of taining 
= % 7 on = = =” } Hg). power. 
1932. ¢.em. c.cm. c.cm,. | c.cm,. ¢.cem, c.cm. Litres. ¢c.cm. % mm. gec. 
1 | M. 21 Bronchi- 10/8 500 750 600 | 1,850 4,460 21 10,000 2-17 24 19 1-1 50 13 
ectasis. 
2 M.21 Pneumo- 24/8 1,100 2,700 550 | 4,250 3,973 12 13,200 4:00 720 65 1:2 190 50 
thorax. 
3 | M. 23 9° 26/8 850 1,650 450 2,950 3,965 16 13,600 4-00 540 64 1-1 110 26 
4 | M. 33 a. 9/9 500 750 100 | 1,350 3,913 14 7,000 2°33 170 | 34 2-0 105 21 
uberc. } 
5 | M. 21 i" 12/9 550 600 550 | 1,700 3,333 14 8,400 3-70 265 | 47 1:3 80 12 
thorax. 
6  M. 16. Bronchi- | 15/9 530 | 1,500 | 250 | 2,280 2,490| 16 8,480 2-93 170 | 32 1:8 _ -- 
ectasis. 
7 M. 39 ya 22/9 650 950 650 2,250 3,383 18 11,700 2-54 340 52 1°5 90 11 
of lung. 
8 | F. 12 | Asthma. 7/10 175 330 200 705 1,820 24 4,180 1:14 (20) (11) 1-5 20 18 
14/12 210 450 300 | 960 1,820 27 5,670 2-95 (28) | (13) 1-3 35 12 
9  F. 43 si 6/10 260 (1,100 250 | 1,610 3,037 19 4,900 1-91 - }j— 1-6 55 14 
| 
12/12 205 1,000 50 | 1,255 3,037 20 4,100 1:73 —_ | — 1-5 60 6 
21/12 285 1,050 150. | 1,485 3,037 18 5,125 1-97 — — 1-5 | 60 7 
10 | F. 29 yn 10/10 500 950 300 1,750 2,890 14 7,000 2-3 175 35 1-3 45 16 
11 | F. 31 os 10/10 310 1,200 150 1,660 3,090 12 3,720 1-52 — -- = 60 — 
| 
12 | M. 32 os 24/10 430 1,500 350 | 2,280 3,720 19 8,190 2-15 135 31 1-3 20 11 
13 | M. 39 je 21/10 985 950 400 | 2,335 3,670 14 13,795 4°24 613 62 17 110 17 
14 | F. 21 ~ 28/10 445 1,150 400 1,995 2,685 9 4,000 1-05 -- -- 1-6 30 — 
15 | M. 29 i 9/11 495 1,500 300 | 2,295 3,550 14 6,940 2-57 148 30 1-4 110 il 
16 | F. 22 on 17/11 270 1,200 600 | 2,070 2,520 27 7,320 2-58 (40) (11) 1-1 70 10 
17 | F. 36 pas 18/11 540 1,300 150 1,990 2,900 16 8,640 1-84 206 36 1-4 85 16 
18 F, 43 o 25/11 490 1,350 200 2,040 19 9,310 3-51 159 32 1:7 45 14 
19 | F. 17 ” pee. 28/11 395 | 1,400 | 330 | 2,125 2,855 18 7,100 2-77 112 28 1-4 90 15 
uberc. 
20 | M. 20, Asthma. 8/12 555 2,680 850 | 4,085 3,725 16 8,910 2-62 196 35 1:3 110 28 


Figures in parentheses are obtained from cases where tidal air is too small for alveolar air sampling to be accurate (see text). 


greatly on exercise, its relation to the tidal air 
remained fairly constant at a slightly lower level, 
varying from 28 to 30 per cent. of the tidal air at 
varying depths of respiration. In the experiments 
of Aitken and Clark-Kennedy™ the dead space 
also bore a fairly constant relationship to tidal air 
on exercise, tending to fall from 18 per cent. to 11 per 
cent. of the tidal air as the volume of each respiration 
increased. (In each case these percentages have been 
calculated afresh from the figures supplied in the 
papers quoted since only the actual volume of tidal 
air and dead space are given.) Experiments on 
normal subjects with the apparatus and methods here 
described gave similar results for quiet respiration. 
For subject “B” the dead space was 31 per cent. 
of the tidal air, and for subject ““M” 30 per cent. 
The dead space for ‘“‘M”’ was also calculated from a 
Douglas bag experiment for quiet respiration with 
alveolar air obtained by the usual Haldane-Priestley 
method, and it was 32 per cent. of the tidal air. On 
voluntary hyperpnea, however, two observations on 
subject “‘M”’ gave the dead space as 70 per cent. 
and 68 per cent. of the tidal air, a striking contrast 
to the lower figures obtained in the exercise hyperpneea 
experiments quoted above. Putting the matter 
from the positive angle it may be said that at rest the 
actual percentage of tidal air available for alveolar 
ventilation is about 70 per cent., that this is slightly 
increased on exercise and considerably diminished 
to 30 per cent. or so on voluntary hyperpneea. 

These results for dead space in voluntary over- 
breathing do not altogether agree with those obtained 
by Haldane and Briscoe, and the following argument 
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is put forward to support the validity of the present 
experiments : with a subject at rest the same amount 
of carbon dioxide is evolved, roughly speaking, over 
the same period whether the breathing be quiet or 
excessive. The effect of overbreathing is to lower the 
percentage of carbon dioxide in the alveolar air, 
and with less carbon dioxide present in the depths 
of the lungs the larger expirations wash out much 
less per litre breathed. From the point of view of 
earbon dioxide elimination the breathing is less 
efficient than with quiet breathing and the calculated 
dead space appears as a greater proportion of the 
tidal air. On exercise the position is different because 
more carbon dioxide is being made in the body and 
the increase in breathing is proportional to the carbon 
dioxide increase. The elimination of carbon dioxide 
per litre breathed is as efficient as at rest and the 
caleulated dead space remains the same proportion 
of the tidal air as at rest. The whole idea of an 
anatomical entity thus falls to the ground since with 
equal volumes of respiration (e.g., 2 litres) quite 
different dead space figures are obtained, according 
to whether this large tidal air volume is the result 
of exercise or of voluntary effort. 


If the figures obtained from patients set out in 
Table II. are considered in light of this preliminary 
discussion several points of interest emerge. In three 
patients the dead space was not calculated because 
the tidal air volume was small and it was doubtful 
whether accurate alveolar air samples were obtained. 
In one child and one other patient the result was 
doubtful for the same reason. Of the remaining 
15 patients the percentage of tidal air which appeared 
to be dead space was within normal limits in ten, 
taking 40 per cent. as the highest value accepted 
as normal. (If only those values under 35 per cent. 
are taken as normal three further patients must be 
added to the abnormal group.) For the moment 
those five patients with high values for the dead 
space will be discussed (Cases 2, 3, 5, 7, 13). 


In Case 2, a patient with a spontaneous pneumothorax 
of the left side with marked collapse of the left upper lobe 
and partial collapse of the left lower Jobe, the vital capacity 
obtained was normal, the results with the mercury U-tube 
were thoroughly satisfactory, yet on general grounds he 
could not be considered as having a thoroughly efficient 
respiratory apparatus and with a dead space value of 
65 per cent. of his tidal air the amount of inspired air 
actually reaching the functioning alveoli was only 35 per 
cent., or about half the normal, showing that his ventilation 
was inefficient, a point confirmed by a high value for his 
* ventilation equivalent for oxygen” (4°00 litres instead 
of 2°5 litres). 

Case 3, also a spontaneous pneumothorax with complete 
collapse of the right lung, while showing a slightly diminished 
vital capacity and a moderate performance with the mercury 
U-tube, also had a poor degree of ventilating efficiency with 
a dead space which was 64 per cent. of his tidal air. 

In both these cases the tidal air was abnormally large, 
but in Case 5, also a spontaneous pneumothorax with some 
re-expansion of the lung, the tidal air was normal (550 c.cm.), 
yet he showed a poor ventilating efficiency with dead space 
as 47 per cent. of tidal air. 

Case 7, an example of neoplasm of lung, showed a similar 
result with a tidal air of 650 c.cm., of which the dead space 
represented 52 per cent. 

Case 13, with asthma, showed a much bigger tidal dir, 
was over-ventilating as judged by the ventilation equivalent 
for oxygen (4°24 litres instead of 2°5 litres), and gave a dead 
space of 62 per cent. of his tidal air. In these last three 
cases the vital capacity figures were definitely reduced but 
the mercury U-tube performances were still moderately 
‘ood 


Of the remaining ten cases and those in which the dead 
space results were not calculated or were doubtful there is 
little to be said which is relevant to the matter under 
discussion. 

It will be seen that in most instances a much 
reduced vital capacity, together with a poor per- 
formance in the mercury U-tube tests, revealed at 
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once a poor reserve in the respiratory apparatus, and 
the fact that the dead space bore a normal relation- 
ship to the tidal air merely indicates within the limits 
imposed by structural or functional alterations in 
the respiratory apparatus the actual efficiency of 
ventilation was satisfactory. 

In the asthma cases the prolongation of expiration 
time in many instances reveals one of the funda- 
mental disturbances in this condition. 


INEFFICIENCY REVEALED BY THE TESTS 


It would be far from the purpose of this paper, 
nor are the cases sufficiently numerous, to discuss the 
different types of respiratory failure indicated by the 
various tests employed. The point to be made is 
simply that a study of the dead space in relation 
to tidal air reveals a type of inefficiency (as in cases 2 
and 3 especially) which is quite hidden by the usual 
determinations of vital capacity, &c. This type of 
inefficiency probably represents a functional rather 
than a structural type of failure, but it is nevertheless 
a degree of failing respiration which must be recognised 
in regard to the question of anzsthesia or operations 
on the chest. On general clinical grounds the same 
conclusions would have been reached in the five 
eases here described, but the determination of the 
degree of inefficiency must necessarily give a strong 
support to any clinical impression. 

These observations have produced similar results to 
those reported by Meakins and Davies *! where they 
found the dead space increased in relation to equal 
depths of respiration in cases of pulmonary tuber- 
culosis with primary disease greater than a small 
circumscribed lesion. It is felt that the valuable 
work of these authors has not been sufficiently 
appreciated nor applied in clinical medicine, probably 
because the problem appears so complex. Actually 
the matter becomes simple if the point of view of 
“efficient ventilation’’ is appreciated, and no one 
has put the matter clearer than Means ** to whom the 
present work owes a great deal. Writing on this 
point Means puts it as follows :— 

“It is obvious that it is the amount of air actually reach- 
ing. the alveoli, or alveolar ventilation, which counts as 
far as accomplishing gas exchange goes; but, on the other 
hand, it is the alveolar ventilation plus the ventilation of 
the dead space that determines the magnitude of the task 
the bellows must do. The volume of the dead space is 
therefore an important factor in determining the mechanical 
efficiency of the bellows.” 

Theoretically an equivalent degree of ventilation 
could be produced with slow deep or with rapid shallow 
breathing if the dead space remained constant, but in 
actual fact each individual has a type of respiration 
at rest which is between these extremes, at which the 
mechanical efficiency of the pulmonary bellows is 
at its optimum. It is the determination of this 
mechanical efficiency of the pulmonary bellows which 
is being sought after in the study of the dead space. 

Anatomically the capacity of the lungs and air- 
passages may be normal with an impaired efficiency 
of ventilation, and it is this functional efficiency of 
the pulmonary apparatus which is of great importance. 
The number of cases so far investigated is too small 
to permit of any definite deductions as to the normal 
range of values for the dead space as a percentage 
of tidal air. More exhaustive inquiries are necessary 
and these are being made, especially as regards 
patients submitted to operations on the thorax. 
This preliminary study preseuts the physiological 
aspect of the matter and suggests that a study of 
pathological conditions will permit a series of abnormal 
values to be determined in light of the subsequent 
course of the respiratory failure present. Measures 
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for dealing with such failure before operation, &c., 
will have to be considered. 


I am greatly indebted to Prof. Samson Wright for 
permission to work in his department and for his 
constant help and criticism. 
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ACUTE GENERAL PARALYSIS 
By E. R. Sortey, M.B., D.P.H. ABERD. 


SURGEON LIEUT.-COMMANDER, R.N. 


P. Schmierer' has recorded ten cases of acute 
general paralysis in patients aged 36 to 58. He 
states that in some cases the disease runs a fulminating 
course, death taking place a few days or weeks after 
admission to a mental hospital without any inter- 
current complication to explain it. The clinical 
syndrome is one of acute delirium. Schmierer con- 
siders that the duration of the disease ranges from 
7 to 18 days, and he estimates its frequency as 1 per 
cent. of all cases of general paralysis. As an example 
of this condition the following case may be of interest. 

A man, aged 35, was admitted to the Royal Naval 
Hospital, Bermuda, on June 29th, 1932, as a case 
of cerebral syphilis. He gave a history that for 
about a week prior to admission he had been feeling 
nervous and shaky; his messmates and others in 
his ship stated that he had been acting strangely 
for several weeks. There was a history of syphilis 
dating from 1922. A Kahn test was positive early 
in June, 1932. 

On admission he complained of shakiness and 
unsteadiness, and said that he felt a pricking sensa- 
tion in the soles of his feet. Temperature was 103-4° F. 
and pulse-rate 90. The patient seemed to be rational, 
but cerebration was slow and speech halting. The 
pupils were irregular, the right being larger than the 
left ; ; both were > sluggish to light but accommodated 

*Thése de Paris, 
(Epitome, p. 113) 


1932. See 
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fairly well. A very coarse tremor of tongue and 
limbs was present. There was some spasticity in 
the limbs. The knee-jerks were increased. No 
rigidity of the neck was present, and Kernig’s sign 
was absent. No sensory abnormality was noted. 
Nothing abnormal was found in the heart or lungs. 
On the skin there was a dark red papular rash, 
chiefly centrifugal in distribution. On June 30th the 
patient had acute delirium; he was very restless 
and difficult to manage, repeatedly trying to get 
out of bed, and refusing food and medicine. He had 
retention of urine. Lumbar puncture was done and 
30 c.em. of cerebro-spinal fluid was withdrawn ; it 
was clear and definitely under pressure. The findings 
on the fluid were: cells 297 per c.mm., lymphocytes 
60 per cent., globulin increased. 

For a few days the patient’s condition improved. 
He became quieter, being only stupid and fatuous 
instead of delirious and emotional. The skin condi- 
tion cleared up. This improvement lasted until 
July 10th, when he suddenly became restless. He 
had periods of delirium, and his speech degenerated 
into a mere mumbling of syllables. Coma, with 
fecal and urinary incontinence, was present on 
July 13th. The patient died early on the 15th— 
that is, on the seventeenth day after admission to 
hospital. 

Post mortem.—Examination of brain only. The 
dura mater was not adherent to the skull. There 
were thickening of the dura, arachnoid, and pia, and 
definite adherence of the pia to the surface of the 
brain. The surface of the brain showed some flatten- 
ing of the convolutions and some engorgement of 
the blood-vessels. The pathological report on section 
of the brain was: A meningo-encephalitis is present. 
The meninges are infiltrated with lymphocytes and 
plasma cells, and there is an infiltration of less degree 
in the sheaths of the vessels in the brain substance. 
The microscopic appearances are consistent with the 
diagnosis of acute general paralysis. 

The case is noteworthy for its sharp differentiation 
from the clinical appearances usually associated 
with general paralysis. It corresponds closely in 
duration and clinical findings to the descriptions 
given by Schmierer, who mentions lesions of meningo- 
encephalitis, discoverable post mortem. He also 
describes intense necrotic cell changes, which, how- 
ever, were not found in the case recorded above. 


I am indebted to Surgeon Commander P. L. 


Gibson 
for permission to publish this case. 





TWO CASES OF HAZMATOCOLPOS 
By W. N. SEARLE, M.B.N.Z., F.R.C.S 


RESIDENT MEDICAL OFFICER, 


. EDIN. 


CHELSEA HOSPITAL FOR WOMEN 


Tue first case was a married woman, aged 32, 
who attended the out-patient department of the 
Chelsea Hospital for Women with the history of 
having had increasing difficulty in passing urine over 
a period of two years. To start the flow of urine 
she now found it necessary to press on the lower 
abdomen. She had been married 14 years, and 
neither she nor her husband apparently had the 
slightest suspicion that marital relations were other 
than normal. The periods had never been present, 
and she stated that at the age of 17 she had attended 
the out-patient department of a London hospital 
owing to the non-appearance of menstruation. There 
she was told that she would never have children and 
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was discharged. There was no history of periodic or 
intermittent attacks of abdominal pain. The bowels 
were normal and the general health very good. 

On examination the abdomen was obese, and an elastic 
swelling was palpated rising out of the pelvis and reaching 
nearly half-way between umbilicus and ensiform cartilage. 
The swelling was regular in outline and not tender, and was 
dull on percussion. The uterus was not palpable on the 
summit of the swelling. The hymen was imperforate and 
bulged neither on straining nor coughing, but pressure on 
the abdomen did produce a slight convexity. Definite 
bulging of the anterior wall of the rectum was not present, 
and the bladder was not distended. 

At operation an incision through the hymen resulted in 
the escape of dark viscid fluid, of which 4 pints were 
collected. After being douched with flavine the vagina was 
inspected and found to be of huge dimensions with thickened 
walls in voluminous folds. It was not possible to reach or 
see the cervix, nor could the uterus be palpated bimanually. 
Excision of the hymen was performed. Altered blood 
drained away for several days, and the patient made a 
recovery without rise of temperature. 

Menstruation made its appearance one month after the 
operation, when she had a period lasting four days. Sub- 
sequently she has menstruated at twenty-day intervals, on 
each occasion for four days. Urination has been normal. 
At an examination after a lapse of five months the cervix 
could be felt and was normal, but the uterus could not be 
made out by bimanual palpation. Fibrotic stricture of the 
introitus had developed and the stenosed region was 
stretched. 


THE SECOND CASE 

Hematocolpos due to stenosis of vagina and masking 
a carcinoma corporis uteri.—This patient was seen first 
on Oct. 28th, 1932. She was single and aged 52. 
In 1930 the periods were irregular, and after a rather 
indefinite interval of amenorrhea, bleeding started 
in July, 1932, with pain in the right iliac fossa. The 
hemorrhage was at irregular intervals, and at the 
time of visit had lasted ten days. It was slight in 
quantity and generally dark in colour. On vaginal 
examination there was a blood-stained discharge. 
The hymen was tight, and above it could be seen a 
membrane with two small apertures in it. Rectal 
examination gave no bearing on the size of the uterus. 
On examining the patient under an anesthetic 
(Nov. 9th) it was found that the constriction in the 
vagina was due to an adhesive vaginitis. When these 
adhesions were separated, about an ounce of dark fluid 
escaped from the upper capacious part of the vagina. 
The cervix was normal. The vaginitis, which was of 
an infective type, was treated with flavine and 
paraftin, but as the blood-stained discharge persisted 
after two weeks a diagnosis of carcinoma corporis 
uteri was made, and the uterus was removed (Nov. 
23rd). Pathological report confirmed the clinical 
diagnosis. The patient made a satisfactory recovery, 
and when seen four months later was in excellent 
health. 


Both these cases were under the care of Mr. 
Stanley Dodd, and I have to thank him for 
permission to publish them. 





ON WASHING OUT THE STOMACH 
IN COMATOSE CASES OF POISONING . 


By H. L. Marriott, M.D., M.R.C.P. Lonp. 


RESIDENT MEDICAL OFFICER, THE MIDDLESEX HOSPITAL, 
LONDON 


I HAVE had to deal with the majority of the cases 
of poisoning admitted to the Middlesex Hospital in 
the last five years. This experience has developed 
the conviction that the danger of gastric lavage in 
comatose cases of poisoning is not sufficiently realised. 

A stomach wash-out on an unconscious patient, 
whose cough reflex is absent, may be lethal. Stomach 
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contents are always regurgitated around the tube and 
must inevitably, in the absence of precautions, flow 
into the defenceless trachea. The result is either 
immediate suffocation or later broncho-pneumonia. 

The principal precaution necessary is that the 
mouth and pharynx should be lower than the larynx. 
This is usually achieved either by putting pillows 
under the shoulders and bending the head right back, 
or by hanging the head and shoulders over the end 
of the couch. The former method does not get the 
mouth quite low enough if there should be a copious 
regurgitation of fluid. The latter method is arduous 
with a heavy patient. Dissatisfaction with these 
methods led to the idea of taking the patient to the 
operating theatre and putting him or her on the 
operating table in the Trendelenburg position. In 
this position gravitation of fluid from the mouth into 
the trachea is impossible. The patient is easily 
tilted for as long as may be necessary. 

Resort to the theatre showed other advantages 
besides the tilting table, and the purpose of this 
note is to urge that in hospitals gastric lavage on 
unconscious patients should always be carried out 
in the theatre. This idea has probably occurred to 
others, but, as far as I know, has not been advocated 
in print. 

The other special advantages to be found in the 
operating theatre are: (1) The electrical suction 
pump or “sucker.” This is very useful in removing 
regurgitated fluid from the mouth. (2) Apparatus 
for the administration of oxygen and/or carbon 
dioxide. This apparatus is usually more efficient 
than that found in wards or the casualty department. 
(3) First-class lighting. (4) A warm room tempera- 
ture. (5) Every sort of instrument that may possibly 
be required. The convenience of the available 
appliances invests a stomach wash-out on a comatose 
patient, carried out in the operating theatre, with 
an atmosphere of control and cleanliness hard to 
achieve elsewhere. 

The value of using the theatre was well shown in 
the following case :— 

A man was brought to hospital in deep coma from 
morphia poisoning. He was only breathing at the 
rate of two to four respirations per minute and was 
markedly cyanosed. The cough reflex was completely 
absent. This man’s stomach was washed out while 
he was in the Trendelenburg position. Twenty pints 
of fluid were used and the lavage occupied an hour. 
Throughout the operation the “sucker” was kept 
going in his mouth and collected 16 ounces of fluid 
which had been regurgitated round the stomach-tube. 
Oxygen was administered the whole time and CO, 
at intervals. Artificial respiration was also main- 


tained. The man came out of coma after 14 
hours. He subsequently showed no respiratory 
symptoms. 


RoyaL NATIONAL ORTHOPZDIC HospiITaL. —It 
was stated at the annual meeting last week that in 1932, 
with the exception of legacies, there had been an increase in 
every item of income ; while the average cost of maintenance 
fell, both in Great Portland-street, and at the country branch 
at Stanmore. There was also a reduction in the cost of the 
130,000 out-patient attendances. These did not include the 
many thousands of attendances at the clinics in London, 
the home counties, the south coast, Monmouthshire, and 
elsewhere. These clinics are in the charge of surgeons from 
the Orthopedic Hospital acting in codperation with the 
medical officers of the various local authorities. It is hoped 
to extend themin number. There is now an evening clinic in 


Great Portland-street twice a week for the benefit of workers 
who cannot attend during the day. The debt is £35,000, 
and there is a waiting-list of nearly 400 adults and many 
children. 
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MEDICAL 
ROYAL SOCIETY OF MEDICINE 


SECTION OF COMPARATIVE MEDICINE 


AT a meeting of this section, held on March 26th, 
with Sir Joun Moore, F.R.C.V.S., in the chair, Mr. 
JoHn HAMMOND, D.Sc., opened a discussion on 


Sterility 


The factors, he said, which reduced litter size, in 
species producing many young at a birth, were 
similar in nature to those which caused sterility in 
a species normally producing only one young at a 
birth. There were three main phases of the repro- 
ductive process by which fertility was controlled, 
namely : (1) the number of ova shed ; (2) the number 
of ova fertilised ; and (3) the number of fertilised ova 
which developed up to the time of birth. 

The number of ova shed depended upon the level 
of anterior pituitary substance in the blood. If one 
ovary was removed from an animal, the remaining 
ovary would produce follicles equal in number to those 
produced in the intact animal, and injections of 
anterior lobe hormone into normal animals would 
increase enormously the number of ova shed. The 
presence of a functioning corpus luteum or heavy 
lactation tended to reduce fertility probably because 
these conditions used up the anterior lobe hormone 
in the blood. He also believed that in early life 
anterior lobe hormone was used in the processes of 
growth. Climate influenced fertility. The rate of 
egg production in the fowl varied greatly with changes 
in the length of day, both seasonally and geographi- 
cally. In England, egg production was at its highest 
during the longest days, while in the tropics the 
curve maintained a level which was almost stationary. 
It was probable that light stimulated the anterior 
pituitary by way of the eye, and that pituitary 
substance fell below the level necessary for egg 
production during parts of the year in some species 
and breeds. Animals also showed a seasonal influence 
in fertility. Ferrets bred in spring and summer but 
were sterile at other times of the year. Sheep bred 
in the autumn, but fertility ceased when the days 
began to lengthen in spring. The number of eggs 
produced was inherited, and strains of rabbit had 
been isolated which produced 5 and 12 ova respec- 
tively. If members of the two strains were mated 
an intermediate number of eggs was produced. 

A disturbance of the chromosome complex, as in 
mules, prevented fertilisation. Successful fertilisa- 
tion depended also upon the number of sperm at the 
top of the Fallopian tubes following ovulation. Ova 
were only capable of fertilisation for a short time 
after ovulation, and unless the sperm swarm from the 
male was large, few sperm would be present at the 
right time, especially if the mating was made before 
or after the optimum time for the species. In the 
ferret, ovulation occurred 30 hours after mating, 
and the ovum was only capable of being fertilised 
during the period between 30 and 60 hours from the 
time of the original mating ; ferrets were therefore 
usually mated with a sterile male first, and later, 
when ovulation had occurred, or was about to occur, 
with a fertile male. In the rabbit the ova were shed 
into a clot of debris which plugged the top of the 
Fallopian tube for a period of six hours. Only while 
they were in this plug were the ova capable of being 
fertilised ; as soon as they began to pass down the 
tube they acquired a coating of albumin and became 
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impregnable. The fertile period in the rabbit, there- 
fore, only lasted six hours, and by suitable timing a 
litter of only one or two could be produced, instead 
of the normal large litter. Sperm deficiency in the 
male was a genetic character, and was usually reces- 
sive. The presence of fetal atrophy, which merely 
reduced the size of the litter in such species as the 
rabbit and the pig, caused sterility in species which 
produced only one young at a birth. In the rabbit 
a certain number of young died at various stages of 
gestation. If the ovaries were removed during 
pregnancy all the foetuses died, so that ordinary 
foetal atrophy was due to something other than loss 
of internal secretion from the ovaries. It might be 
due to homozygosity of the embryo for certain genes, 
such as the yellow mouse, or it might be a maternal 
character, as in the rabbit. A strain of rabbit had 
been produced in which 60 per cent. of the embryos 
degenerated. Foetal atrophy was a recessive character 
and was one of the main causes of lowered fertility 
on inbreeding. 


Mr. A. 5. Parkes, D.Sc., said that the endocrine 
glands directly influencing fertility were the repro- 
ductive organs and the pituitary body. Sterility 
resulted from a breakdown at any point in the chain 
of events leading to birth. In the first place, ova 
and spermatazoa were essential, and fertilisation 
must be achieved ; then the ova must be implanted 
and gestated, and normal parturition must take 
place. Finally, in the majority of mammals, adequate 
lactation was necessary to rear the young. Changes 
in the accessory organs of reproduction were con- 
trolled by hormones produced by the gonads, and 
these in turn were controlled by the anterior lobe of 
the pituitary. How the cycle was initiated had not 
so far been explained. The ovary must have some 
means of knowing when the fertilised ovum had been 
implanted, since this was followed by a change in 
the cycle, and prolongation of the life of the corpus 
luteum ; and the anterior lobe of the pituitary must 
also be aware of the change in the cycle; we could 
therefore say that the accessory reproductive organs 
influenced the anterior lobe of the pituitary when the 
animal became pregnant. 

Injection of anterior lobe hormone into immature 
male animals did not produce premature spermato- 
genesis, although the tubules underwent a certain 
amount of development. Hypophysectomy certainly 
caused atrophy of the testicle, but the anterior lobe 
of the pituitary was evidently not the sole factor 
in the production of spermatozoa. Development of 
Graafian follicles was stimulated by the secretion 
of the anterior lobe, and hypophysectomy caused 
degeneration of the follicles of any size in the ovary, 
but had no effect on the primordial follicles. He 
thought it was certain that the initial production 
of ova from the germinal epithelium was not one of 
the duties of the anterior lobe of the pituitary. The 
spermatozoa were introduced into the vagina by 
the act of coitus, which was dependent on endocrine 
action; in laboratory animals coitus only occurred 
during oestrus, when there were changes in the 
vagina designed to facilitate the act, the female 
being willing to receive the male at this time. In 
the male, the endocrine action of the testis was 
essential. Once coitus was achieved, insemination 
passed out of the scope of endocrine action and was 
largely mechanical. Following fertilisation the egg 
had to be implanted in the endometrium. Changes 
which were essential for implantation occurred in 
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the endometrium as a result of the influence of the 
corpus luteum. ‘The part played by the ovaries 
during pregnancy was in dispute; Dr. Parkes could 
vouch for the importance of the ovary during 
gestation in the mouse at least. Philip Smith, in 
America, who had spent most of his life removing 
the pituitary body from rats, found that these 
animals enjoyed a normal sexual cycle, and became 
pregnant, when the posterior lobe was removed ; in 
spite of the absence of the posterior lobe, secretion 
in these animals was normal; and it therefore 
appeared that the posterior lobe substance which 
stimulated uterine contraction was not essential for 
normal delivery. 

Prof. V. KORENCHEVSKY said that sterility might 
be produced by either local causes, such as local 
infection of the uterus, or general causes, such as 
under-nourishment or vitamin deficiency. In many 
cases a local cause alone could not produce a patho- 
logical condition: thus, local infection of the uterus 
might prodace slight or severe metritis depending on 
the resistance of the organism. He summarised the 
results he had obtained by experiments on male rats 
kept for varying periods on a diet deficient in either 
vitamin A or vitamin E. The general condition of 
vitamin-A deficient rats declined towards the end 
of the experiment, but vitamin-E deficient rats 
remained in good condition and did not differ greatly 
from normal control rats. On both diets similar 
changes appeared in the testes ; the following stages 
were observed: (1) Initial degeneration of the 
seminiferous tissue; this stage was chiefly charac- 
terised by degeneration of the spermatozoa. (2) Inter- 
mediate degeneration; the spermatozoa became 
scarce or disappeared ; the seminiferous cells were 
swollen, and their desquamation into the lumen of 
the seminiferous tubules was evident, together with 
edema in the intertubular spaces. (3) Advanced 
degeneration ; profound degeneration of the semini- 
ferous cells, with pyknosis, karyorrhexis, and lique- 
faction ; giant cells were absent. (4) Final degenera- 
tion ; the seminiferous tubules, reduced in size, con- 
sisted only of a syncytium of Sertoli cells with fibrous 
protoplasm. The Leydig’s cells were still unchanged. 
The sterility of males fed on a deficiency of vitamins A 
or E was explained by these degenerative changes in 
the testis. Experiments showed that the restriction 
of diet in vitamin-A deficient rats was not responsible 
for the testicular degeneration. The weight of the 
testes in rats fed on a diet complete but restricted in 
amount was slightly larger per unit of body-weight 
than that of the testes of rats fed on an unlimited 
complete diet. A very severe degree of starvation 
was necessary in order to injure the seminiferous 
tissue sufficiently to produce sterility. 

Mr. J. T. Epwarps, D.Sc., said that the causes of 
sterility in domestic animals might be grouped 
under three heads: (1) genetic; (2) functional, 
which covered endocrinal and nutritional causes ; 
and (3) infectious. There was a prevailing opinion 
among veterinary authorities that infection wa’s the 
chief cause. The Swiss school, in 1904, pointed out 
that sterility was often associated with endometritis, 
and Williams, in America in 1921, drew attention to 
lowered resistance as a cause, and suggested that 
this lowered resistance might be transmitted to the 
next generation. Dimock and Edwards, working in 
Kentucky, had found that out of 1606 barren mares, 
1019, or 63 per cent., showed no signs of infection, 
whereas streptococci had been found in the secretion 
of 50 per cent. of normal foaling mares. Quinlan, in 
South Africa, found chronic metritis to be a cause of 
sterility in 70 to 80 pe» cent. of barren cattle, and he 
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also found tuberculous metritis in 18 per cent. of 
sterile cows. Richter found that bulls were sterile 
in the proportion of 1 in 150, and orchitis was some- 
times a cause. In Denmark chronic endometritis 
was of overwhelming importance as a cause of 
sterility among cows. Some veterinary authorities 
thought that whatever caused abortion caused 
sterility. When there was an outbreak of abortion 
in a herd, sterility was usually not high at first but 
increased as the epidemic proceeded. In Germany 
the importance of maintenance and feeding as a 
means of controlling sterility had been emphasised ; 
if an animal was living under unhygienie conditions 
it was impossible to guarantee normal endocrine 
functioning. Among housed animals fed on imported 
foodstuffs sterility was high ; in New Zealand, where 
there was plenty of lush grass, sterility was low and 
endometritis mild owing to the greater resistance of 
the animals 

Owing to lack of time Mr. L. P. Pugh did not give 
his paper and there was no discussion. 
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AT a meeting of this society, held in the Barnes Hall 
of the Royal Society of Medicine on April 27th, under 
the presidency of Lord RIDDELL, a discussion on 


Negligence in Hospitals and its Legal 
Consequences 


was opened by Mr. Henry Dickens, K.C. In a 
hospital, he said, as elsewhere every person, from 
physician and surgeon to porter, was responsible in 
law for his or her own negligence ; but there were 
circumstances under which members of the staff or 
employees of a hospital or similar institution might 
be liable not only for their own negligence, but for 
that of other persons. Circumstances could ‘arise 
under which hospital authorities might become 
responsible in law for the negligence of members of 
their staff or their employees. A clear understanding 
of the position was desirable, in order that provision 
might be made against a judgment for payment of a 
large sum of money against a doctor or members of 
a hospital governing body. 

Under what circumstances did a member of a hospital 
staff come to be responsible for the negligence of other 
officers of the institution ? Sir George Jessel had laid 
it down that ‘“‘ A man is liable for another’s tortious 
act if he expressly directs him to do it or if he employs 
that other person as his agent and the act complained 
of is in the scope of the agent’s authority.” In a 
hospital the most likely persons to be in such a 
responsible position were the members of the medical 
and surgical staff. In the case of Hillyer v. St. Bart.’s 
Hospital, which was decided in 1909, Lord Justice 
Farwell said of those of the staff engaged in the 
operating theatre ‘‘ As soon as the door of the theatre 
has been closed on them for the purposes of an opera- 
tion, they cease to be under the orders of the hospital 
authorities, and are at the disposal and under the sole 
orders of the operating surgeon until the whole 
operation has been completely finished ; the surgeon 
is, for the time being, supreme, and the hospital 
authorities. cannot interfere with or gainsay his 
orders.” Thus it would seem there was a difference 
in the legal position of the surgeon when in the theatre, 
and that when he was in any other part of the hospital. 
It was in the former position that it was most fre- 
quently sought to make him responsible. It would 
seem that the surgeon, having power to select his 
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assistants, and having control of them in the theatre, 
must answer at law for any neglect committed by 
the latter. 

But, broadly, was this proposition sound? Was 
the surgeon to be responsible if a competent anzs- 
thetist burned his patient with an anesthetic ? 
Assuming that was not sound, what, he asked, was 
the limit of the surgeon’s responsibility ? Lord 
Westbury’s words were helpful in this regard ; he said 
it would create confusion in all things if it were to be 
said that the man who employed others for the 
execution of work, or the man who was party to the 
employment, had no right to believe that the thing 
would be done carefully and well, he having selected 
such persons with prudence and care, and recognising 
he was under obligation to interpose from time to 
time to satisfy himself that the work was being 
properly done. Mr. Dickens contended that these 
words could be applied to the conditions of the 
complicated performance by a team of a major 
abdominal operation, even down to the porters who 
conveyed the patient to and from the operation 
arena. Take the question of leaving an instrument or 
a swab inside a patient’s body. In this country had 
grown up, so that it might now be considered to be 
universal, the practice of delegating a dresser or 
theatre-sister to count the instruments and swabs 
before and after an operation, the checking being 
completed before the wound was closed. For the 
operator to have such a duty would militate against 
concentration and expedition. Yet, in this country, 
surgeons had been obliged to pay damages when the 
sister delegated for the duty had made a mistake in 
counting. The supreme court of South Africa had 
decided that in the case Van Wyk v. Lewis (1924) 
the operating surgeon was not responsible. The medical 
profession would, Mr. Dickens thought, join him in 
the hope that the courts of this country would endorse 
the reasoning of the judges in South Africa. 

Next, must the senior surgeon at an operation be 
held answerable for the acts of his assistants? Of 
course the surgeon must rely only on properly qualified 
men or women. In the case of house surgeons of 
only limited experience, he supposed much would 
depend on the particular case and the assistant’s 
known suitability to render the assistance required 
at it. But what of the case (he had been told that 
this frequently happened in a busy hospital) in which 
the surgeon left a patient in a theatre to have his 
operation completed while he himself went to another 
case? Did the surgeon not then run grave risk of 
being saddled with the responsibility of a mischance ? 
Outside the operation room there could be but few 
occasions on which a physician or surgeon could 
become legally responsible for the faults of others, 
to whom proper directions had been given. Years ago 
a patient tried to make a surgeon at St. George’s 
Hospital responsible for injuries he suffered from a 
nurse scalding him in a bath which the surgeon had 
ordered. But Sir Alexander Cockburn held that such 
details were rightly left to nurses who were known to 
understand all the requirements. If a prescription 
were written out with due care, the physician could 
not be held liable for any default by the dispenser in 
making it up. Other questions Mr. Dickens raised 
were these: Might a surgeon rely on others for the 
information that the patient (if a child, the parent) 
consented to an operation or some dangerous pro- 
cedure ? Ought he not personally to satisfy himself 
on the point? How far, if at all, was a husband’s 
consent necessary to an operation on his wife? If 
necessary, should it only be such as involved the 
capacity for childbearing ? And could it be suggested 
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that the wife’s consent must be obtained for an 
operation involving the depriving of the husband of 
his virility? In the case of electrical and other 
hospital apparatus, Mr. Dickens asked whether this 
should be assumed to be safe without periodic and 
personal tests being made. 

Turning to the responsibility of hospital authorities 
for the tortious acts of members of their staffs. This, 
he said, must depend largely on the nature of the 
services which those responsible for the maintenance, 
administration, and control of the hospital undertook 
to perform. It could be taken as a settled proposition 
that the governing body of a hospital did not under- 
take to treat or anwsthetise, or nurse those entering 
the institution as patients ; what they undertook was 
to supply for these purposes persons whom they had 
taken reasonable steps to assure themselves were fully 
competent to treat, anzsthetise, or nurse those 
patients as required. In the case of Hillyer, Lord 
Justice Kennedy said that in his view the duty which 
the law implied in the relation of a hospital authority 
to a patient, and the corresponding liability, were 
limited. The authority did undertake, he thought, 
to treat the patient whilst in hospital only by experts, 
and that proper apparatus and appliances should be 
available for the purpose. But the judge saw no 
ground for holding it to be a legal inference that the 
hospital made itself liable in damages if members of 
its professional staff, in regard to whose competence 
there existed no question, acted negligently towards 
the patient in some matter of professional care or 
skill, or if they neglected to use or used negligently 
the apparatus at their disposal. The undertaking, 
in short, was to give competent advice and assistance. 
The position in regard to the employment of very 
newly qualified house surgeons or house physicians, 
who were often entrusted with quite important work, 
and even of students, to whom in some hospitals 
many minor tasks were given, such as the dressing of 
wounds, had, said Mr. Dickens, never been tested. 
He imagined that in such cases a close watch was 
kept on the after-effects, and if a mishap occurred it 
was perhaps possible to put it right without its coming 
to the patient’s cognisance. But there was an obvious 
danger to hospital authorities in this direction. 

At the other end of the scale there were persons 
in its employ for whom the hospital must answer in 
the case of neglect: the ambulance driver who 
injured a pedestrian, the stretcher bearer who dropped 
a patient, the clerk who neglected to pass on a letter 
to the proper quarter so that (as actually happened) 
a woman was subjected to total hysterectomy when 
only a minor operation had been intended, or the cook 
who prepared tainted food. In a case in the King’s 
Bench division it was decided (1900) that a statutory 
body formed to provide, maintain, and manage a 
hospital could be held liable for the mistake of a 
nurse in its employ who administered a sleeping 
draught so strong that the patient died. But surely, 
said Mr. Dickens, the giving of a night-cap should be 
considered as part of the nurse’s professional duties, 
and he did not believe that, in these days, liability 
would. attach to the governing body. Negligence 
resulting in X ray burns would no doubt be a 
breach of the nurse’s technical duty, and no liability 
would rest on the hospital. But a nurse’s breach 
of administrative duties would cast responsibility on 
the hospital—e.g., failure to communicate essential 
information to a member of the medical staff. 
Any breach of routine procedure would reflect on 
the hospital. Many borderline cases could be 
imagined. If a patient was burned by a hot-water 
bottle in the operating theatre, the hospital authorities 
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would escape liability, as the nurses there were under 
the surgeon’s control ; but what if it occurred in the 
ward? It must be remembered that hospitals 
guaranteed their patients efficiency of management 
and administration, and if there was failure in this 
duty-undertaking they must take the responsibility. 
In regard to technical apparatus, it seemed that the 
sole duty of the hospital authorities was to procure 
such apparatus under expert advice and from 
recognised and qualified suppliers, to see that the 
persons intended to handle it had the necessary skill, 
and to keep it in a good state of repair. 

All hospitals, said Mr. Dickens, should insure 
against these risks. 

DISCUSSION 

The PRESIDENT said many people considered that 
the medical and nursing professions were omniscient 
and omnipotent ; mistakes, however, were sure to 
happen, and he did not consider that the generality 
of patients in voluntary or municipal hospitals were 
unduly critical, nor unduly ready to seize upon 
opportunities for obtaining legal redress for alleged 
neglect or injury. Although 1} millions of patients 
per annum sought treatment in the London hospitals, 
eases of alleged neglect which reached the courts 
were very few. Three-fifths of London patients were 
treated in municipal hospitals, but he had never 
heard of a case of complaint. 

Mr. OswaLD Hempson doubted whether the dicta 
in Hillyer v. St. Bart.’s Hospital really represented 
the law on this subject, for they had mostly been 
beyond the point which the court had had to decide. 
In a close analysis the judgments of Farwell and 
Kennedy seemed to differ. Farwell, L.J. had seemed 
to regard a hospital as in a position similar to that of 
a nursing coéperation which only undertook to supply 
competent nurses and which by the decision in Hall 
v. Lees was not responsible for their negligence. He 
could hardly be held to agree with the opinion of 
Kennedy, L.J., that the hospital was legally respon- 
sible for the performance by its staff of ministerial 
and administrative duties. These judges had regard 
to the element of charity, and the judgment in Hall 
v. Lees seemed to imply that there was a difference 
between a nursing-home and a hospital, because the 
former undertook to “‘ nurse” the patient, and not 
merely to provide a common meeting ground between 
him and those who treated him. A hospital which 
took money from its patients might assume a greater 
risk than a free one, but in any case Mr. Hempson 
did not think that the risk could ever be as great as 
that of the nursing-home run for profit. The patient's 
contribution to the hospital was merely to assist it 
to carry on its charitable work. 

Mr. D. H. Kircntn quoted the summing-up of the 
Lord Chief Justice in Crotch v. Miles (THE Lancet, 
1930, i., 643, 706) and suggested that this point of 
view was far more likely to be adopted in the English 
courts in a future case than the view of South African 
judges in Van Wyk’s case. The Lord Chief Justice 
had left the whole question of the surgeon’s negligence 
to the jury, hinting that they might consider that he 
could have verified the sister's count after the wound 
was closed. Both the hospital governors and the 
supervising medical man might, Mr. Kitchin thought, 
be held responsible for the negligence of a student, 
since the hospital profited from the student’s presence 
financially, and the medical man was in control. 
Nevertheless, they should not be held liable for the 
negligent failure of a student to perform a task 
reasonably within his competence. Whereas the poor 
patients of a former day had received the efficient 
services and comparative comfort of the hospital with 
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unquestioning gratitude, the modern paying patient 
was aceustomed at home to a higher standard, both 
of comfort and professional care, and expected to get 
value for money. He probably thought he was 
paying the hospital for nursing and treatment.and 
that he was entitled to redress if he was injured 
through negligence. 

Mr. C. E. Bepwett (King’s College Hospital) 
referred to a memorandum recently circulated by the 
British Hospitals Association discussing the question 
of hospitals insuring against negligence. The practical 
point in every case was, not what the hospital was 
liable for in law, but what a jury would find in fact. 
When defendants were, for practical purposes, an 
insurance company, there was always prejudice 
against them. The circular suggested that it was 
sound not to insure against negligence ; Mr. Bedwell 
thought hospitals would do well to insure. 

Mr. Frep Butiock, LL.D., thought no distinction 
could be drawn, in regard to hospital responsibility, 
between paying patients and those who were treated 
gratuitously. 

Mr. H. W. Burveren (Hospital for Paralysis and 
Epilepsy) contended that there was no such thing as 
negligence in hospitals ; there were occasional mishaps 
and mistakes. He agreed with the idea of insurance. 

Sir Wrtt1amM WILLCOXx said this was one of the most 
important subjects which had been before the society, 
and it was regarded as such in all hospital circles. 
There were many points in hospital administration 
in regard to which insufficient care was taken. One 
was in the matter of obtaining permission of the 
relatives before performing a post-mortem examina- 
tion in case of death in the hospital ; he always told 
his students not to omit to ask for this. He agreed 
with the advice Mr. Dickens had given ; however clear 
the legal position, one always had the British jury to 
contend with, and it was possible for a hospital to 
be unjustly held responsible and heavily mulcted in 
damages. 


Mr. Dickens, in reply, said that generally in cases 
of action there was less reluctance to sue a corporate 
body, presumably rich,] ike a hospital board, than an 
individual surgeon or physician. He did not see that 
the legal position was altered by whether payment 
was or was not made by the patient. 
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AT a meeting of this society held at the New 
Hospital for Women, Liverpool, on March 3lst, 
Prof. LEYLAND Roprnson, the president, took the 
chair and read a paper on 


Perineorrhaphy 


The object of plastic work, he said, was twofold— 
to repair the damaged structure and to restore the 
impaired function. In plastic gynecological surgery 
good mechanical results were often obtained only 
by sacrificing the functional capacity of the operation 
area ; thus prolapse was often cured by lengthening 
the perineum and narrowing the vagina, but only 
at the expense of the reproductive functions. The 
best results were to be obtained by restricting the 
sacrifice of tissue and the degree of mechanical 
correction to the minimum compatible to the relief 
of symptoms. He thought that in many modern 
operations for prolapse no attention had been paid to 
restoration of the vulva. In nullipare the two labia 
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majora were in contact and this apposition, formed a 
natural barrier between the vaginal walls and the 
exterior; in multipare, on the other hand, there 
was often a state of ectropion vagini as the result of 
birth trauma, and with the loss of the natural 
productive barrier some degree of infective vaginitis 
almost always resulted. Such vaginitis could main- 
tain the bearing-down symptoms even after uterine 
descent itself had been cured. He thought that one 
of the most important parts of perineorrhaphy was 
anatomical restoration of the vulva, and he proceeded 
to demonstrate the various steps of the operation he 
performed. 
Fetal Abnormalities 


Dr. M. M. Datnow showed a specimen illustrating 
complete absence of anus, rectum, and kidneys in a 
child born alive. At birth the baby breathed and 
cried quite normally but was very blue, and this 
blueness increased until the time it died—30 hours 
later. The external genitalia were normally developed 
and the right testis was present in the scrotum. 
The anal opening was absent. Post mortem he 
found complete absence of the lower part of the 
colon, rectum, and anus. The lower end of the pole 
terminated in what appeared to be the bladder, 
which was represented only by a thick fibrous cord. 
Both kidneys were absent and no renal vessels could 
be found. The suprarenal capsules were normal. 
Dr. Datnow pointed out that in this case there was 
absence of the parts developed from the metanephros 
and mesonephros. 

Dr. T. N. A. JEFFCOATE showed a case of pseudo- 
hermaphroditism in a foetus. The foetus, which was 
stillborn, showed typical male external genitalia. 
The sex was never questioned until the post-mortem 
examination, when a uterus didelphys was found. 
Each half of the uterus was well developed and had 
a normal ovary associated with it. There was no 
anus and the rectum ended in a fibrous structure 
attached to the posterior wall of the bladder. Both 
kidneys were absent, but the suprarenal glands were 
present in their normal position. Examination 
revealed hypertrophy of the cortices of a suprarenal 
gland, and Dr. Jeffcoate concluded that this change 
was responsible for the masculine appearance of the 
external genitalia. 


Acute Yellow Atrophy.—Gas Gangrene 


Dr. A. A. GEMMELL described a case of “ acute 
yellow atrophy” probably due to Quinophan poison- 
ing. The patient, a married woman aged 27, had 
had no previous pregnancy. She had had scarlet 
fever in childhood and diphtheria in April, 1931, and 
in September, 1931, she developed choreiform move- 
ments in her left arm. In November of that year 
she was given quinophan grs. 7} morning and evening 
every alternate day. Vomiting began on Dec. 8th, 
two weeks before the last menstrual period. When 
she missed her menses in January, 1932, the vomiting 
became more severe and the dose of quinophan was 
reduced to half—i.e., grs.7} each alternate day. 
Slight jaundice was first noticed in February, 1932, 
and the administration of quinophan was then 
stopped. She was admitted to hospital in March, 
1932, suffering from deep generalised jaundice and 
persistent vomiting. There was no improvement in 
her condition and she died three days later. Post- 
mortem examination showed typical acute yellow 
atrophy of the liver. Dr. Gemmell was of the opinion 
that the acute yellow atrophy in these cases was 
probably due to quinophan poisoning. 

Miss RutH Nicnorson and Prof. J. H. DiBLe 
reported a case of gas gangrene occurring during 
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labour. The patient, a multipara, was admitted to 
hospital with a history of bleeding twice during the 
previous five hours. She was 34 weeks’ pregnant 
with a vertex presentation, and vaginal examination 
showed the os to be one finger dilated, the membranes 
unruptured, and a partial placenta previa to be 
present. The membranes were artificially ruptured 
and a tight binder was applied and there was no 
further hemorrhage. Forty-eight hours later labour 
began and she was delivered normally in four hours 
of a stillborn child weighing 41b., the placenta 
following half an hour later, together with some 
retroplacental clot. Two and a half hours after the 
commencement of labour she had a rigor and became 
restless and excitable, and the temperature rose to 
101° F., pulse 104. A few hours later she became 
jaundiced, the liver edge was found to be palpable, and 
her general condition grew rapidly worse. The whole 
skin became deeply suffused almost to a copper 
colour, the abdomen was distended and tympanitic, 
and she passed a small amount of black urine. She 
died 25 hours after delivery. Post-mortem examina- 
tion showed that the illness was gas gangrene, and 
cultures gave a pure growth of Bacillus welchii. 





ROYAL ACADEMY OF MEDICINE IN 
IRELAND 


A MEETING of the section of medicine was held 
on April 21st, with Dr. W. G. Harvey, the president, 
in the chair. Dr. R. J. ROWLETTE communicated a 
case of 

Subacute Bacterial Endocarditis 


The patient, he said, was an elderly man, and in 
1922 he had diagnosed the case as one of subacute 
bacterial endocarditis. There was pyrexia, a soft 
but loud valvular murmur, hemorrhagic spots in 
the skin and mucous membranes, attacks of hama- 
turia and of hemoptysis, and bilateral pleural 
effusions, from one of which a Streptococcus viridans 
was isolated. Further, Streptococcus viridans was 
isolated by blood culture on several occasions. 
Following carefully regulated vaccine therapy, the 
patient recovered within a year and died in 1932, 
having been free for ten years from any sign of the 
disease, at over 70 years of age. Dr. Rowlette 
recorded the case as the only one he had seen which 
had apparently recovered and lived for a long term 
of years in continual freedom from the disease. 
His personal opinion was that the response obtained 
to vaccine administration suggested that this method 
of treatment had helped in recovery. 

Dr. E. T. FREEMAN said he thought this was the 
only case which had been seen in Dublin which had 
got better even for a short period of time. He was 
of opinion that vaccines or intravenous drugs were 
not of any use in these cases and might even be 
harmful.—Dr. J. Lewis asked on what clinical 
grounds this case had been diagnosed. In some 
cases it was extremely difficult to make a diagnosis. 
He had seen a few cases of subacute bacterial endo- 
carditis, and had done several blood cultures, but 
had never got a positive one. Any cases he had seen 
had died.—Dr. R. H. Micks asked if Dr. Rowlette 
had entirely rejected Libman’s views on these cases. 
He stated that it was quite possible for recovery to 
take place.—The PrEsIDENT referred to a case which 
had been under his care suffering from repeated 
attacks of influenza. He developed a slight murmur 
in his heart shortly before death. The attacks had 
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apparently deen endocarditis, not , influensa, though 
they occurred at the time of an influenza epidemic. 


Dr. ROWLETTE, in replying, said that he began the 
vaccine in very small doses, and gave it every three 
or four days. He started with half a million, after 
three days gave three-quarters of a million, and after 
five days a million. After that he stopped the vaccine 
for a week, and then gave it again. The largest dose 
was 750 million. After the second dose of vaccine 
the temperature fell a little, and the pulse became 
much quieter. He thought that organisms were 
always present in the live tissue at the base of the 
clot, and that in many cases in which the organisms 
were circulating in the blood the introduction of a 
vaccine was followed by good results. All the typical 
signs of endocarditis were present, so there was no 
difficulty about diagnosis. The periods of pyrexia 
were rather shorter than usual in these cases. He 
did not reject Libman’s views, and there was nothing 
done in his case which was contrary to Libman’s 
methods. He did not think that one case was 
sufficient to interfere with the generally held view of 
the bad prognosis in these cases. 

Dr. R. E. STEEN read a paper on ceeliac disease, 
and showed two patients. 





MEDICAL SOCIETY OF INDIVIDUAL 
PSYCHOLOGY 





At a meeting of this society, held in London 
on April 6th, with Dr. O. H. Woopcock, the vice- 
president, in the chair, a paper on a case of 


Functional Aphonia 


was read by Dr. Mary Ferauson. Some forms of 
functional nervous disorder, she said, belong more 
particularly to the province of the mental specialist ; 
others are first met with in the consulting-room of 
the general practitioner. Of the latter the patient 
suffering from functional aphonia, who comes com- 
plaining of loss of voice, is a case in point. The 
practitioner’s task is first to exclude the acute and 
chronic forms of laryngitis and their various causes, 
together with faulty voice production. Even when 
the diagnosis of functional aphonia is made, there is 
still much to consider. Books contain little on the 
subject. It is referred to as a manifestation of 
hysteria, with characteristic adductor paralysis or 
paresis. The symptom has, however, a more general 
interest, for it indicates the existence of a deep 
personality problem which the loss of voice attempts 
to solve. Thus it is significant that this form of 
neurosis allows the patient to share in all the ordinary 
doings of life. She can contribute her share of work, 
and can enjoy music, dances, theatres, and so on; 
she is in fact able to take her part in life as long as 
it suits her. But when any special difficulty presents 
itself or threatens her safety, her loss of voice enables 
her to withdraw from society, at the same time that 
it claims the help and sympathy of others. The 
history of the case showed that neurotic symptoms 


are best regarded as an expression of the whole 
personality. 


Psychological Investigation in General Practice 

Introducing this subject, Dr. M. Marcus pointed 
out that medical opinion is divided as to the desira- 
bility of including the study of psychopathology in 
the curriculum of the medical student, yet all are 
agreed that for the qualified medical practitioner 
some acquaintance with psychotherapy is essential. 
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Adler’s work here comes into consideration. It is 
not merely that the study of his work is a practical 
necessity for the specialist in psychological medicine, 
but it is also of note that it is to general medicine 
that individual psychology has made its most bril- 
liant contributions. Clinical medicine has become so 
encumbered with, and in many cases so dependent 
upon, laboratory and other ancillary methods, that 
any technique which enables us to dispense at all 
with these aids is greatly to be prized. It had been 
somewhat the fashion to deny much value to analysis 
of the “ present problem.” Nowhere, however, does 
the theory of psychosomatic unity find better expres- 
sion than in the correlation of psychological diffi- 
culties with bodily symptoms. Applied as a routine, 
the analysis of the present problem will often throw 
more light on a case than many a diagnostic team 
with blood count, electrocardiograph, X rays, and 
the like. And this with far less fuss and expense. 
By reference to case material Dr. Marcus illustrated 
how the consideration of psychological factors may 
prevent gross errors and achieve greater accuracy 
in diagnosis and prognosis—even if this investigation 
were limited to the present situation and no more 
than an extension of the anamnesis. Elementary as 
this analysis of the emotional position undoubtedly 
may be, its practical value is great. A serious emo 
tional disturbance ranks high as an objective finding 
in the assessment of the total balance of disease ; it 
allows a better appraisement of the sources of ill- 
health, and so renders diagnosis and prognosis more 
accurate, and treatment more efficacious. Amongst 
the host of minor ailments with which a practitioner 
has to deal, many are neurotic in origin and occur in 
people who are otherwise comparatively well. Behind 
these symptoms is a present problem, a mental 
conflict which a little analysis is able to solve. Even 
if the practitioner cannot attempt the laborious 
work entailed in rebuilding the life-style of a con- 
firmed neurotic, there is much that he can do with 
a little psychological sense for the many others who 
consult him. 





WHOOPING-COUGH IN OLD AGE.—Dr. J. D. 
ROLLESTON writes: ‘‘ In the report of my remarks on 
this subject on p. 912 of your last issue, the words 
‘ Petit had collected ten cases whose ages ranged from 
60 to 92 in his Paris thesis of 1900’ should be sub- 
stituted for ‘ Boyer had observed ...’”’ 





CANCER RESEARCH.—A lecture on the tumour- 
producing substances of the Rous sarcoma in chicken 
and on the influence of the vitamins upon the growth 
of mammalian tumours was given at the National Insti- 
tute for Medical Research at Hampstead on April 20th 
by Dr. Ernst Frankel, university professor of internal 
medicine, Berlin. He said that with the methods of 
ultra-filtration and ultra-centrifugation, and also with those 
of adsorption and elution it was possible to show that 
the tumour-producing agent of the ‘ Rous chicken 
sarcoma ”’ has some qualities of a chemical substance. The 
purified eluates were often free from protein and gave a 
negative biuret reaction. They were effective even after 
the digestion of the extracts with trypsin. On the other 
hand, the agent had the qualities of a living virus. There- 
fore it could be called a “‘ virus-enzyme,”’ like similar viruses 
such as bacteriophage and the virus of foot-and-mouth 
disease. These agents belonged to a lower kind of living 
substances below the limit of cellular forms. It was possible 
to transmit mammalian tumours with different organs of a 
carcinoma-bearing mouse. The cell-free transmission of the 
mammalian tumours was not, however, as sure as that of 
the Rous sarcoma. Prof. Frankel said that he had studied 
the influence of the vitamins and of pregnancy with Dr. 
Geréb, and had been able to show that the growth of trans- 


planted mammalian tumours depended partly on the 
vitamins in the food of the animals. Over-balance of 
vitamins in the food made it possible to transmit the 
Jensen rat sarcoma in mice, and had a great influence on the 


recurrence of the tumour after operative removal. 
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REVIEWS AND NOTICES OF BOOKS 


The Nervous Child at School 


By H. C. Cameron, M.A., M.D. Cantab., F.R.C.P. 
Lond., Physician in charge of Children’s Depart- 
ment, Guy's Hospital. London: Humphrey 

Milford, Oxford University Press. 1933. 

Pp. 160. 6s. 

Tuts sequel to the ‘“ Nervous Child” deals in 
general with the difficulties met with by many 
children in school life, such as unhappiness, apprehen- 
sion, failure to progress, and behaviour disorders, as 
well as some individual symptoms such as enuresis 
and stammer. Dr. Cameron attributes these symp- 
toms in the main to fatigue, intimately associated 
with glycopenia and acidosis, rather than to 
peculiarities of psychological development. The 
treatment which he recommends is directed most 
particularly to the maintenance of carbohydrate 
reserves, and to the elimination of sources of dis- 
couragement. The most attractive chapters are 
the first two, which deal with the inter-relation 
of parents, schoolmasters, and doctors, and with 
training in the home. Some shrewd comments are 
made on the effects produced in the minds of parents, 
and indirectly on their offspring, by popular medical 
and pediatric literature. The relative merits of 
day school and boarding school are discussed in a 
judicial spirit. The chapters on individual symptoms, 
though they will not fail to interest readers, will 
not be found convincing by all. Enuresis is regarded 
as hysterical in nature, aggravated by fatigue and 
acidosis, and -by the unhappiness which it engenders. 
Dr. Cameron is in agreement with those who have 
observed an unusual depth of sleep in children 
suffering from this complaint. The section on 
stammering is somewhat unsatisfying; no mention 
is made of the relation to left-handedness. An 
interesting chapter contrasts the problems which 
confront the boy and the girl in relation to school life. 





Enuresis or Bed-wetting 

By R. J. Batty, M.D., B.Se., D.P.H., Assistant 

Medical Officer to the Lancashire County Council. 

London: John Bale, Sons and Danielsson, Ltd. 

1933. Pp. 91. 3s. 6d. 

Tuis is a serious and painstaking study of a 
symptom which deserves more attention than 
it often receives. Dr. Batty is well aware of 
the difficulties which beset this subject, and the 
value of his book is increased by the notes of failures 
as well as successes. Following a historical survey 
is an account of the anatomical and physiological 
basis of micturition; the peripheral neuromuscular 
apparatus is described in some detail, but rather 
slight attention is paid to the general activities of 
the sympathetic and parasympathetic nervous system. 
Dr. Batty grapples with the difficult question of 
causation, though he is no more successful than others 
in arriving at any convincing solution. His material 
has been drawn mainly from children in the lower 
social ranks, and he attributes enuresis to bad 
economic and hygienic conditions, an etiological 
significance which those who have observed its 
prevalence among the well-to-do will find it hard 
to accept. The chapter on treatment contains 
many practical hints. The book is completed by 
a well-selected bibliography, and practitioners who 
wish for detailed guidance in investigating and 
treating enuresis will find it most useful. 


Sex and Internal Secretions 


By Epcar ALLEN, ©. B. BripGes, C. H. DANFORTH, 
E. A. Doisy, L. V. Domm, E. T. ENGLE, R. G. 
GusTAVson, C. G. HARTMAN, F. L. Hrsaw, Mary 
Juun, F. C. Kocn, F. R. Litirm, CC. R. Moore, 
J. P. Pratt, Oscar Rrppie, A. E. SEVERINGHATS, 
P. E. Smrru, C. P. Stone, C. A. Turner, B. H. 
Witurer, Emm Wirscut. Edited by EpGar 
ALLEN, University of Missouri. London: Bailliére, 
Tindall and Cox. 1932. Pp. 951. 57s. 6d. 


SoME 10 or 15 years ago the subject of sex hormones 
could be dismissed in a very short story. No clear- 
cut experiments on the male sex hormone had been 
published, whilst the literature on the female sex 
hormone consisted of a series of indefinite papers 
describing the chemical properties of substances 
whose pharmacological activity was doubtful. The 
pituitary was known to have a certain relationship 
to sex physiology only through the observation of 
such pathological states as Fréhlich’s syndrome. 
Ovarian periodicity was regarded as being due to 
an inherent property of the ovary itself, and it is 
no exaggeration to say that nothing was known of 
the nature of menstruation, There is no field of 
scientific research which has progressed so rapidly 
as that of sex physiology. If the Americans made 
the early pioneer investigations, English, German, 
and Dutch workers have carried on famously the 
work which started with the observations of Allen 
and Doisy on the applications of the vaginal smear 
method to standardising ovarian extracts. The 
advances have followed one another so rapidly that 
it is impossible to summarise them. The discovery 
of prolan in the urine by Aschheim and Zondek, 
the application of this discovery to the diagnosis 
of pregnancy, the isolation of the progestational 
hormone of the corpus luteum by G. W. Corner, 
and the brilliant organic chemical work on the 
constitution of the ovarian hormone by A. 
Butenandt in Germany constitute only a few of 
them. 

This book can be regarded only in the light of a 
labour of love, for the amount of work contained in 
its 900 odd pages is immense. Every one of the 
contributors has himself added to our knowledge 
of sex physiology. The book is astonishingly 
complete, being right up to date on cestrin, prolan, 
progestin, and the male sex hormone; and even the 
sex physiology of birds and poultry is dealt with 
exhaustively. One of the most interesting chapters 
is the one on the inter-relation of genic and endocrine 
factors in sex by Prof. Danforth. He gives a very 
clear account of the modern gene theory and its 
relation to genic balance and the chromosomal 
regulation of sex. A welcome feature of the book 
is the highly critical tone of each section. It is no 
mere compilation of all papers good and bad; many 
well-known articles are tacitly ignored without 
apology or waste of space in condemnation, and this 
is a boon to the reader. Another attractive feature 
is the truly international character which is not an 
altogether common finding in American text-books. 
Full reference is given to good European work, 
and not one of the articles is tinged with a suspicion 
of personal jealousy. 

The volume will stand as the most authoritative 
work published in any language on the endocrine 
aspect of sex physiology. 
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A Century of Public Health in Britain, 
1832-1929 
By Harvey Writitams, M.D., D.P.H., Medical 
Commissioner to the National Association for the 


Prevention of Tuberculosis. London: A. and C. 
Black, Ltd. 1932. Pp. 314. 7s. 6d. 


Tus history of the public health movement differs 
from most of its predecessors in the emphasis laid 
upon developments during the last 30 years. It 
is divided into seven parts dealing respectively with 
the rise of the medical services, infectious diseases, 
the development of antituberculosis work, child 
life and health, the control of venereal diseases, 
small-pox and its lessons, and the architects of 
social medicine. Information is thus made accessible 
on a variety of topics, and its collection must have 
entailed keen exploration of the literature of preventive 
medicine and of the Acts of Parliament which have 
marked the stages of public health progress. The 
first part of the book provides a particularly useful 
survey of the social, legal, administrative, and medical 
changes which have led up to and characterised the 
advance of State medicine during the last 100 years. 
Some inaccuracies have crept into the later parts. For 
instance, it is misleading to suggest (p. 100) that the 
numerous additions to the list of diseases generally 
notifiable in recent years have been made in terms 
of Section 7 of the Infectious Disease (Notification) 
Act, 1889, and the Act itself is not accurately 
designated. The statement that the Public Health 
Act, 1904, created ‘‘modern port sanitation” is 
hardly true. The fundamental changes in relation 
to quarantine for cholera, yellow fever, and plague, 
which formed the subject of international agreement 
at the International Sanitary Convention of 1926, 
are ignored. The assertion that the English poor- 
law ‘disappears from view” with the passage of 
the Local Government Act, 1929, would be widely 
disputed. 

This book could be made even more useful in a 
second edition by a careful revision and the rearrange- 
ment of some of its parts. The index might be 
considerably enlarged, for it is by no means an 
adequate guide to a work which contains such 
varied information. 





History of Dermatology 


By Wituiam Atian Pusey, A.M., M.D., LL.D., 
Emeritus Professor of Dermatology, University of 
Illinois. London: Bailliére, Tindall and Cox. 1933. 
Pp. 223. 17s. 6d. 

ENGLIsH dermatologists will welcome this record 
which has been studiously and skilfully compiled by 
one of the acknowledged masters of their craft. It 
is a record of notable achievement, painfully slow 
and beset at first, as was the general body-politic of 
medicine, by legend, bigotry, dogma, and superstition, 
but eventually surmounting obstacles and now set 
in the path of progress. The frontispiece depicts 
Robert Willan, with whom began the first important 
step in dermatological standardisation. There was 
no yard measure before his time, and his plan for 
classification, presented to the Medical Society of 
London in 1785, gained for him the Fothergillian medal, 
bestowed on one William Jenner a few years later. 
A treatise arranged on his plan was published in 1808, 
but was not completed by Willan, whose death 
occurred before its issue. His .successor Bateman 
became almost equally famous, and the Willan- 
Bateman publications were translated into most 
European languages. Their academic precision has 
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not lost its force, for their descriptive terms, such 
as the macule, the papule, the bulla, the squame, 
are still in use. 

This book is more than an account of the beginnings 
of scientific dermatology. Chapter 1 describes in 
outline the state of dermatological knowledge in 
Egypt in 3000 B.c., Chapter 2 the Graeco-Roman, 
and Arabian schools, which had begun to deteriorate 
even before the great darkness of the medieval epoch, 
up to A.D. 1500 Dermatology “ finds itself” with 
Willan in 1785, and reaches the threshold of modern 
dermatology between 1800 and 1850 in Chapter 5. 
Later chapters record the period during which the 
laboratory begins to exercise an influence ; from that 
time onwards one great discovery after another mark 
the milestones of scientific advance. The book here 
loses its earlier narrative charm, and tends to become 
a catalogue of achievement. This may have been 
unavoidable. 

The book will interest all dermatologists. It 
coutains some excellent illustrations from woodcuts 
and engravings. 





Vitamins and Other Dietary Essentials 

By W. R. Ayrkroyp, M.D., late Beit Memorial 

Research Fellow. London: William Heinemann 

(Medical Books) Ltd. 1933. Pp. 218. 7s. 6d. 

Dr. Aykroyd has supplied a real want. We have 
several useful small books on vitamins in nutrition, 
and several large and expensive ones; here is an 
account of the subject which is neither a bare skeleton 
nor a complete compendium in about the compass 
of a modern novel. Enough facts are included to 
make the book useful to medical students, and yet 
it will be found thoroughly interesting and readable 
by the layman. Best of all, it accurately represents 
the present state of our knowledge; every state- 
ment has been carefully weighed and the facts 
recorded have been verified. 

Dr. Aykroyd has himself done original work on 
nutrition. It is clear that he thoroughly understands 
the relative importance of different branches of the 
subject, and the overwhelming significance of the 
science of nutrition in connexion with preventive 
medicine, 


The Little Doctor 

By Frank G. Layton. London and Edinburgh : 

W. Blackwood and Sons, Ltd. 1933. Pp. 309. 

78. 6d 

PASSAGES in the life of a panel practitioner in a 
manufacturing town, working mainly among the 
poorest inhabitants, are here loosely strung together 
in the shape of a novel. There is no plot, in the sense 
that because certain things are done by or happen 
to certain people, eventualities ensue ; the chapters 
are nearly all in dialogue, and the order in which they 
are read has no importance. This is not to blame the 
author who has meant to write exactly what he has 
written—namely, a running commentary on the life 
of an energetic, altruistic, and overworked practi- 
tioner. The scenes are vividly set out, the dialogues 
making clear both what is happening and the kind 
of people involved. The author is a pungent critic 
of the National Insurance Acts and would seem to 
have had unlucky experiences with a regional medical 
officer. The views on public affairs as on the conduct 
of life freely expressed by “‘ the little doctor ” have a 
forcible appeal; they are shrewd, charitable, and 
sound. He emerges as a lovable character—a 





description that would have infuriated him—and the 
literary skill with which his portrait is painted is high. 
We hope that many readers will enjoy this book. 
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THE PAYING PATIENT IN LAW 


THE legal liability of a hospital for harm 
happening to its patients is an important matter 
not only to the governing bodies of hospitals but 
to the general public. Feeling it desirable to reach 
as high as possible a degree of certainty on the 
extent of that liability, Lord RippELL, chairman 
of the board of governors of the Royal Free 
Hospital, requested Mr. H. C. Dickens, a counsel 
of great experience in the legal side of medicine, 
to read before the Medico-Legal Society a paper 
on Negligence in Hospitals and its Legal Conse- 
quences. This paper and the discussion which 
followed (p. 964) made the legal position clear so 
far as authority exists, and also served to reveal 
the large tracts of uncertainty which seem to be 
an invariable feature in any discussion on a 
common-law subject. Mr. DicKENs explained that 
the legal liability of a board of hospital governors 
is defined in a number of cases, the chief of which 
is Hillyer v. St. Bart.’s Hospital (1909). The point 
there at issue was whether a hospital board is 
responsible for a mishap to a patient caused by the 
negligence of the staff during operation, and the 
Court of Appeal clearly decided that it was not. In 
the course of their judgments, however, the Lords 
of Appeal dealt at some length with the whole 
question of liability. Lord Justice FARWELL 
repeated the principle, which was already fairly 
settled, that a hospital made no profession of 
nursing or treating patients but undertook merely 
to provide a competent medical and nursing staff. 
Lord Justice KENNEDY also made it quite clear 
that the haspital was not responsible for the 
negligence of any member of its staff in a matter 
of professional skill, but he drew a distinction 
between matters of professional skill and “ minis- 
terial and administrative duties.” He gave as 
examples of the latter the attendance of nurses in 
the wards, the summoning of medical aid in an 
emergency, and the supply of proper food; and 
he suggested that the hospital was responsible for 
the proper performance by its servants of duties 
in which it could properly interfere by regulation 
or supervision. In a recent Scottish case, Anderson 
or Lavelle v. Glasgow Royal Infirmary (1930), the 
Court of Session held that the hospital was not liable 
for the burning of a patient by ultra-violet light 
in the electrotherapeutic department. Mr. OswaLp 
Hempson, in a careful analysis of the judgments 
of Lords FARWELL and KENNEDY in Hillyer’s case, 
suggested that if Lord FARWELL was correct the 
hospital was not liable for the negligence of a nurse 
in any circumstances once she had been left in 
charge. 
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Mr. Dickens remarked that all the decisions 
relating to the liability of a hospital had referred 
to voluntary hospitals in their dealings with 
non-paying patients. He expressed the opinion, 
however, that the fact that a patient paid a fee to 
the hospital made no difference to the extent of 
the duty which the hospital owed to the patient. 
Mr. Frep Buttock, LL.D., also an authority on 
the law relating to the medical profession, supported 
this view, and inquiry has shown that it is shared 
by many other competent lawyers. Nevertheless, 
the question has never been decided, and it is pos- 
sible to produce argument to support the view that 
the liability of a hospital towards a paying 
patient is greater than its liability towards non- 
paying patients. Mr. Hempson, who is well 
qualified to express an opinion in this matter, 
quoted the case of Hall v. Lees (1904) which seems 
to lay down that whereas a nursing coéperation 
which merely undertakes to supply competent 
nurses is not responsible for any act of negligence 
by one of them, a nursing-home which undertakes 
to nurse its patients is responsible for every act of 
the nurse as its agent. A voluntary hospital, he 
said, is, according to the decisions, set in the 
position of a nursing coéperation. He considers 
that, while the liability of a hospital probably 
never approaches that of a nursing-home, it runs 
a greater risk of liability in respect of its paying 
than of its non-paying patients. The nature and 
quality of the payment are, he said, essential. 
Mr. C. E. BEDWELL, secretary to King’s College 
Hospital,-said that the paying patient came in 
under a definite contract, and was, much more 
than the voluntary patient, apt to consider that if 
the slightest thing went wrong he had some cause 
of action against the hospital Mr. H. W. 
BuRLEIGH, of the Hospital for Epilepsy and 
Paralysis, also expressed the opinion that if a 
patient paid several guineas a week and the hospital 
undertook to give treatment, the hospital ran a 
heavy risk. 

Nevertheless, the balance of legal opinion is 
against this view, and as the law at present stands 
the hospital does not seem to undertake to give 
either treatment or nursing in return for payment. 
It is doubtful whether the majority of paying 
patients realise this position. As a legal speaker 
pointed out, the voluntary hospitals until a short 
time ago dealt exclusively with poor patients who 
were accustomed to neglect and hardship but found 
in hospital not only very efficient nursing and treat- 
ment but also a standard of comfort and care to 
which they were quite unused, and of which they 
were duly appreciative. Nowadays, however, the 
hospital population is quickly changing, and hos- 
pitals are admitting an increasing number of 
patients with a totally different mentality. The 
paying patient nowadays comes from the middle 
classes ; he is accustomed to a considerable degree 
of comfort and care and he expects value for money. 
When he contracts with a hospital to pay so many 
guineas a week, it is reasonable to suppose that 
he expects that sum to include all the services he 
receives in hospital, including those of nursing and 
treatment. The first time a paying patient sues 
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a hospital for negligence in a matter of professional 
skill—which is not within the responsibility of 
the hospital governors according to the decisions in 
Hillyer’s case—the court will almost certainly 
rule that the hospital governors are not liable. A 
general public realisation that paying patients 
have no redress against the hospital for the negli- 
gence of the staff in matters of professional skill 
may not unnaturally lead to a feeling of dissatis- 
faction which might be reflected in a decrease in 
the public support of these hospitals. For this 
reason it seems desirable that the position should 
be made clear. 


— 
> 


THE KETOGENIC DIET IN EPILEPSY 


SomE twelve years ago the treatment of epilepsy 
by the biblical method of fasting was revived by 
H. R. GrYeELin with a considerable measure of 
success. Impressed by his results, and thinking 
that they might be due to an anesthetic effect 
of the ketone bodies which accumulate in the 
blood in starvation, R. M. Wicper set about 
devising a way of maintaining a more enduring 
ketosis, which would be free from the obvious 
limitations of starvation. He achieved his object 
in a diet from which carbohydrate was virtually 
excluded, most of the calories being derived from 
fat. Whether WILDER’s premiss was correct or 
not—the evidence available at the moment is 
against it—his clinical results were so good that the 
ketogenic diet soon acquired a place in the treat- 
ment of epilepsy, especially in children. Enough 
experience has now accumulated to permit of an 
assessment of its value, and H. F. Hetmnorz and 
H. M. Kerrn? have provided useful material by 
reviewing their experience of the treatment during 
the ten years which have elapsed since its intro- 
duction at the Mayo Clinic. Of the 369 children 
under 14 who have been treated, 160 were judged 
suitable for statistical purposes. In 36 per cent. 
of the latter no further convulsions occurred after 
treatment, in a further 21 per cent. there was 
definite improvement, and in the remaining 43 per 
cent. no change was observed. These figures bear 
out earlier estimates from the clinic and from other 
centres. Compared with the more conservative 
treatment by sedatives, the ketogenic diet has both 
drawbacks and advantages. It is a very unpalat- 
able diet, besides which the meals of the diabetic 
seem sumptuous and appetising, and to the sweet- 
toothed, fat-hating child it must be a most dis- 
tressing imposition. At first it causes physical 
fatigue, a mental irritability which has broken 
many friendships, and a curious feeling of dryness 
and thirst which no amount of water will slake— 
presumably because the extra water is eliminated 
as promptly as in more normal circumstances, in 
spite of the dehydration which is always present. 
In some of the patients treated first, who were 
restricted to the diet for months without remission, 
signs of vitamin deficiency, in the shape of pellagra- 
like rashes, were observed; but of course there 
is no longer any excuse for such accidents. The 
treatment, therefore, is one which cannot be under- 





1 Arch. Neurol. and Psychiat., April, 1933, p. 806. 
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taken light-heartedly. For example, it is not 
enough to hand a printed diet sheet to an out- 
patient, since the mildest of peccadilloes in the way 
of sweets will as often as not have dire results ; 
it is in fact usually advisable to admit the subject 
into hospital in order to find a diet which will 
harmonise with his personal idiosyncrasies in the 
matter of fat, and at the same time fall within 
the range of his purse. On the credit side of the 
ledger, when the patient has enough fortitude to 
endure the diet, he is not infrequently rewarded 
by an increase in mental alertness and receptivity 
which contrasts strongly with his physical lassitude, 
and which, incidentally, seems to argue against 
WILDER’s “ anesthesia ’’ hypothesis. A backward 
child, for instance, will often brighten up and learn 
to read and write. No doubt this is partly a 
psychological result of the freedom from the 
distress of fits, but this is not the whole reason, for 
a similar sharpening of the wits has been observed 
by normal subjects confined to a ketogenic diet 
and also by professional fasters. The picture is 
very different from that of severe epilepsy con- 
trolled by sedatives, where all too often so much 
bromide is needed to damp down the motor cortex 
that the activities of the higher centres are retarded 
and a miserable state of apathy is induced, which 
makes the cure almost as bad as the disease. 
This contrast is one of the strongest arguments 
in favour of the ketogenic diet and in spite of the 
limitations of this remedy there is little doubt that 
it has come to stay. 





THE PUBLIC MEDICAL SERVICE 


CONTRACT practice, it may be recalled, originated 
amongst stage-coach drivers who clubbed together 
to pay for medical attendance on any of 
them who, being taken ill away from home, 
were in financial difficulties in a strange place 
with a strange doctor. The idea spread to 
many localities and other groups of society, a 
particular doctor being selected to look after all 
the sick members of some particular ¢lub, society, 
or works. This form of practice did not enjoy an 
enviable reputation, because in most cases the fees 
paid per head were so small that the better types 
of practitioner did not care to undertake the work. 
It had its chief vogue in colliery areas where the 
management of the colliery stopped each week 
from an employee’s wages the money to pay for 
the works doctor. The drawbacks of the system 
were set out in our own columns 1895/96 under the 
title of “The Battle of the Clubs.” For better or 
for worse they came to an end with the Insurance 
Act of 1911, under which employed persons could 
choose any doctor who agreed to take service under 
the Act ; but the insured person had still to make 
some arrangement on a contract system for 
attendance on his wife and children, or pay for this 
attendance privately. 

While these things were happening the ordinary 
subscriptions to hospitals began to fail, although 
their expenses were mounting up through the 
advance of medical knowledge and the use of more 
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expensive instruments and apparatus; and to 
combat this lack of funds the hospitals started 
saving associations, a small weekly payment to 
which entitled the subscriber, without inquiry into 
means, to receive advice and treatment at hospital. 
Financial stress made it more and more difficult 
for private patients to pay for ordinary medical 
charges, many of them joining these associations 
to the detriment of the practitioner under whose 
care they had previously been. It was to meet 
this situation that certain districts organised a 
public medical service system even before the Insur- 
ance Act came into force. In 1912 all but three of 
the 184 medical men in Leicestershire and Rutland 
who had been engaged in contract practice staked 
their future fortunes on the successful carrying out 
of a scheme for such a public service. The scale of 
payment was to be as follows: for insured workers 
not less than 2d. a week, for uninsured persons over 
16 14d. a week, for children 1d. a week, not more 
than four to be charged for. A scale of extras was 
drawn up, and upon the staff of the service in the 
borough of Leicester were, in addition to nearly 70 
general practitioners, an aural surgeon, an oph- 
thalmic surgeon, a pathologist ; a panel of dentists 
agreed to attend contributors at a fixed charge. The 
scheme was a success and is the classic example 
of a complete public medical service in this country, 
although Norwich and one or two other places 
had been earlier in the field with partial schemes. 
The lead taken by the Leicestershire service 
was followed by Chesterfield, and later by 
{ssex. London started a similar service in 1926, 
and there are now many such local schemes. 

Most of them deal with contract practice for 
people whose incomes are below a certain limit, but 
in Essex a separate scheme was inaugurated for 
middle-class people who prefer to pay a definite 
sum each year rather than risk the unknown costs 
of private attendance. One outstanding advantage 
of the public medical service over the old club 
system is that the subscriber can change his doctor 
if he moves (say) from one part of London to 
another, or if for any reason he is not satisfied with 
his services. The scheme, although free from lay 
control, is run by a committee of doctors, very 
jealous for the reputation of the service and keen 
to prevent slipshod work or inefficiency. Payment 
to the doctors in the London service is made 
centrally after a percentage deduction for adminis- 
trative expenses, so that except for noting that a 
subscriber’s card is paid up to date the practitioner 
has no direct financial relation with the patient. 
A well-recognised difficulty arises from the fact 
that as membership is voluntary the tendency 
is for those who join to be those who expect to be 
ill. Rules are in force to deal with chronic invalids 
and for charging extra fees for services out of the 
ordinary but the primary aim of all such schemes is 
to provide ordinary attendance at home or at the 
surgery for persons who find it difficult to pay usual 
medical charges. The payment for this service is 
under a contract system, the rates of which vary 
in different parts of the country, being now usually 
about 3d. or 4d. a head per week. This is collected 
periodically from the subscriber by an agent or 
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collector, the payment covering the provision of 
ordinary medicines and ordinary general practi- 
tioner service. 

The present problem is to make known the 
advantages of the service to the public without 
offending against professional canons. Hospital 
saving associations can advertise as much as they 
like, but hitherto public medical service schemes 
have had to rely on the individual practitioner’s 
ability to bring the advantage of the service to the 
notice of his patients. They deserve support as an 
honest attempt to give sound general practitioner 
service under contract to those of the population 
who are not able to pay private fees. They would 
also appear to meet the need of the mass of unem- 
ployed persons whose medical benefit is to cease 
at the end of the present year and who could thus 
continue to enjoy their own doctor at a minimal 
cost. At present these schemes are being run with 
varying fees, rules, and conditions, whether for 
members (doctors) or for subscribers (patients). 
We may look forward to the time when they are 
all linked up under a central committee of manage 
ment with a single set of rules. We note that the 
British Medical Association, which 20 years 
ago submitted a model scheme which has been 
the basis of later arrangements, is presenting a 
new model scheme to its representative body at 
Dublin in July. If this scheme meets with general 
acceptance, the medical profession will have solved 
for itself the problem of attendance on the 
dependants of insured persons. 


— 
>— 


VACCINATION AGAINST CONTAGIOUS 
BOVINE ABORTION 


ConTacious abortion in cattle has become 
a disease of considerable interest to the medical 
profession, since it has been shown that the 
causative organism, Brucella abortus, is able to 
give rise in human beings to an infection which, 
though generally remaining latent, may on occasion 
result in the development of typical or atypical 
undulant fever. To the farmer contagious abortion 
is a source of greater economic loss than tuber- 
culosis. Not only do aborting animals lose their 
calves, but their milk-supply is often diminished, 
and subsequent sterility is not uncommon. More- 
over, the farmer receives no compensation for 
infected animals. Considering the widespread 
nature of the disease, affecting according to some 
estimates 60 per cent. of the milch herds in this 
country, it is not unnatural that much attention 
is being paid by members of the veterinary 
profession to means of combating its ravages. 

The Ministry of Agriculture issues a live vaccine, 
designed to protect inoculated animals against 
abortion, and according to Mr. W. Horner 
ANDREWS, D.Sc., about 25,000 doses are issued 
annually.! ‘The available evidence,” he says, 
“appears to justify the belief that in a large 
proportion of cases the use of live cultures reduces 
the number of abortions to very small proportions, 
or even prevents their occurrence entirely.” 





* Vet. Record, 1932, xii., 1217. 
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This policy has lately, however, been severely 
criticised, and it is interesting to note that so 
experienced an observer as Sir JoHN McFADYEAN 
has now taken up the cudgels against it. Sir 
JouN points out ? that under the present conditions 
of use of the vaccine by veterinary practitioners 
it is impossible to obtain information suitable for 
simple statistical analysis, and that nothing short 
of properly controlled large-scale experiments 
in which half of the animals are vaccinated and 
half left unvaccinated will enable a decision to be 
reached as to its real value. Having shown the 
absence of any reliable evidence in favour of 
vaccination, he proceeds to carry the war into the 
enemy’s camp, and suggests that the method is 
indeed actively harmful. When vaccination was 
first introduced little was known about the carrier 
condition and nothing at all about the danger of 
infected animals to human beings. Recent 
bacteriological investigations have made it clear 
that both naturally infected animals and animals 
that have been inoculated with live vaccines, 
particularly when pregnant, may continue to 
harbour the causative organism and to excrete 
it in the milk for relatively long periods, and that 
the organisms so excreted are potentially dangerous 


* Jour. Comp. Path. and Therap., March, 1933, p. 50. 
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not only to other animals but also to man. For 
these reasons the inoculation of pregnant cows and 
heifers with living abortus bacilli is considered 
indefensible. 

The alternative to vaccination is the policy of 
eradication. By testing the serum of all animals 
of breeding age in the herd for the presence of 
agglutinins, it is possible to pick out the reactors 
and dispose of these for slaughter or other purposes. 
Additions to the herd must be made only of non- 
reacting animals. The thorough pursuit of this 
method, especially in the United States of America, 
has been remarkably successful. It involves, 
however, considerable expense, and Sir JoHN 
McFapyEan thinks that it is not of general 
applicability to this country. Instead he 
recommends a modified policy, segregation being 
substituted, except in highly infected herds, for 
eradication. How far this method might be 
trusted it is impossible to say. It is clear, however, 
that what is needed is accurate knowledge gained 
by carefully devised and adequately controlled 
experiments. Contagious abortion is sufficiently 
important to justify the necessary expenditure, 
and the knowledge gained of the real value of 
vaccination and of segregation would undoubtedly 
prove of great assistance in the future control of 
the disease. 


ANNOTATIONS 


THE CHEMISTRY OF THE SEX HORMONES 


THE development of research in the chemistry of 
the sex hormones is so rapid that new and astonishing 
papers are published almost from day to day. Only 
those intimately concerned can follow the tech- 
nicalities of this subject with appreciation, but 
occasionally some step forward is announced which 
represents an obvious advance. For example, a few 
weeks ago E. Schwenk and F. Hildebrandt * 
made a statement that the follicular hormone (cstrin 
or progynon) may be reduced by a special process 
and the keto group converted into a hydroxy group. 
By this means its cstrogenic activity is increased 
from 8,000,000 to 30,000,000 units per gramme. 
Such chemical operations on natural products, 
producing something more powerful than the original 
material, are somewhat new in this department of 
biochemistry. What may seem even more remark- 
able, however, is a description by W. Schoeller, 
Schwenk, and Hildebrandt? of how the further 
reduction or hydrogenation of the female sex hormone 
gives it the properties of the male sex hormone. On 
full hydrogenation a crystalline product is produced 
which acquires the property of comb-growth promo- 
tion, which is the standard method for the evaluation 
of the male sex hormone. It seems, therefore, that 
when eight atoms of hydrogen are added to the 
molecule of the female sex hormone it becomes, at 
least qualitatively, the male sex hormone. 


THE PATHOLOGY OF CELEBRITIES 


A REVIEW of the careers of historical personages 
in the light of modern pathology is becoming a 
popular form of essay. Mr. Kemble*® asks us to 

' Naturwissenschaften, 1933, No. 8, p. 177. 
® Ibid., 1933, No. 15, p. 286. 


*Idols and Invalids. By James Kemble, Ch.M., F.R.C.S. 
London: Methuen and Co., Ltd. 1933. Pp. 210. 6s. 


consider how far physical handicaps, accidents, or 
conditions of health may have influenced an extra- 
ordinarily varied selection of celebrities in their 
actions, and reactions, with resulting changes in the 
course of history. Among the case-sheets, which his 
chapters form, we have clinical notes upon Queen 
Anne, Queen Cleopatra, and Mme. de Pompadour ; 
upon Louis XV., Henry VIII., and the Borgias ; 
upon Nelson and Columbus, Judge Jeffreys and 
Byron. The medical history of some of these has 
been gone into fairly thoroughly by previous writers, 
and every one knows, for example, the arguments 
for believing that two of the monarchs were syphilitic, 
and that Byron’s physical deformity deformed his 
mind. But knowledge of Cleopatra’s pedigree and 
its significance is not common; while the charitable 
will be glad to have the ruthlessness of Jeffreys 
explained—or considerably so—by physical causes 
over which he had no control and for which the 
medical science of the day could do little. Some of 
the studies have already appeared in magazines, but 
the collection of them into a volume is worth while. 
The increasing desire, shown by medical men and 
the public alike, to understand the part which disease 
has played in the progression and retrogression of the 
world, is going to be useful in the future in the 
adjustment of international relations. 


OSTEOCHONDRITIS 


Mr. C. W. B. Littlejohn! thinks that trauma is 
the most probable cause of osteochondritis ; but he 
says that the insidious onset and the inconspicuous 
signs and symptoms make it hard to explain it thus 
unless the original trauma is assumed to be slight, 
its effects being intensified by the continuance of 
strain, such as weight-bearing, free movement, or the 
powerful action of muscles. A subchondral fracture 


1 Austral. and N.Z. Jour. Surg., January, 1933, p. 278. 
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is a minor injury of this kind, and he found it possible 
to produce such a fracture in a young epiphysis, 
by crushing it in a vice, without any trauma to the 
overlying articular cartilage. He accounts for the 
common site of this lesion—namely, the outer aspect 
of the internal condyle of the femur—by the trans- 
mission of force through the patella when falling on 
the semi-flexed knee, a common accident in children. 
When the knee is semi-flexed, he says, the inner facet 
of the patella rests accurately on the very part of 
the inner condyle which is the source of 95 per cent. 
of loose bodies in the knee ; moreover, he has experi- 
mentally produced a subchondral fracture in this 
situation by a blow on the patella. The comparative 
mildness of the symptoms he explains by the fact 
that the cartilage itself remains intact, and that 
there are no nerve-endings in the underlying bone ; 
consequently the limb remains in use and the fracture 
has no chance of uniting. He reproduces some 
excellent radiograms of the typical condition in which 
the fragment can be seen lying in a bed in the femoral 
condyle, and has actually united at the end of 
12 months, when weight-bearing was forbidden, and 
a cage was fitted to prevent extension beyond 150°, 
The fragmented appearance in radiograms of osteo- 
chondritis dissecans is, he suggests, very similar to 
the appearance in other forms of osteochondritis, such 
as the diseases of Perthes and Kéhler. Mr. Littlejohn 
would like to attribute to these a similar pathology. 


GERMAN PSYCHIATRY 

Tue visit of a group of English psychiatrists to 
some German mental hospitals ! has served to draw 
attention to the active measures taken there in the 
treatment of chronic insanity. At Giitersloh, in 
particular, the value of intensive occupational 
therapy for schizophrenic patients has been demon- 
strated. But the pre-eminence of German psychiatry 
can be more convincingly seen in other fields than 
in institutional care, which, though admirable, in 
many respects falls short of that found, for example, 
in this country. It is through its precise contribu- 
tions to the knowledge of mental disorder that 
German psychiatry has come to stand in the forefront. 
Since Kraepelin, himself the most powerful single 
influence in modern psychiatry, there has been a 
number of distinguished men in whose schools every 
aspect of clinical psychiatry has been worked at 
with a diligence that has so far had no parallel else- 
where. The fruits of this study have been seen 
not only in Germany, but in the related schools of 
Switzerland and Austria. The great advances of 
German psychiatry date from the institution of 
university clinics, separate from the mental hospitals, 
though having access to their material; the first 
was founded at Heidelberg in 1879 and now there are 
24 of them. From these centres of instruction and, 
more important, of active investigation into the most 
complicated and damaging of illnesses, there has 
proceeded a stream of papers, dissertations, books, 
and systems which are now the chief thesaurus of 
all workers who would acquaint themselves with 
what is known in any branch of the subject. Modern 
psychiatry, it may be said, is German psychiatry. 
Whether this is likely to remain so is dependent 
partly on the further development of recent work on 
original lines in France and in Russia, and on the 
growth of independent schools in the English-speaking 
countries. Recent political changes, moreover, may 
exclude men of the first rank such as Goldstein, 

1A Tovr of Some Mental Hospitals of Western Germany. 
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Aschaffenburg, Kronfeld, Mayer-Gross, and Birnbaum 
on racial grounds. But if, through emigration of 
some of its leaders or in other ways, German psychiatry 
should spread its spirit and methods into other 
countries, it could not but be regarded as an advantage 
for the latter. The United States has already drawn 
most of its leaders in this field from abroad—Adolf 
Meyer, August Hoch, and latterly, Paul Schilder and 
Eugen Kahn. During the last year, owing to the 
generosity of the Commonwealth Fund of America, 
a distinguished German psychiatrist has been able 
to prosecute research in London at the Maudsley 
Hospital, and. it may be hoped that international 
interchanges of this kind, and the gradual development 
of university clinics such as the Maudsley, will lead 
to English psychiatry again becoming eminent not 
only for sound critical judgment, but also for the 
quality of its research. 


GOITRE IN DERBYSHIRE 


DERBY neck, first mentioned in medical literature 
by Clowes in 1602, and endemic in the county until 
the present day, is steadily disappearing. Dr. P. H. J. 
Turton, undeterred by the claims of general practice, 
has been studying endemic goitre since 1923 by 
means of surveys, first of the district of Heanor and 
later of the whole county. In the course of thia 
onerous task he has personally examined 40,044 
school-children between the ages of 8 and 13. He 
groups the types of goitre seen according to the 
classification of Dr. G. Scott Williamson and Dr. I. H. 
Pearse as follows: hypertrophic goitre; primary 
perilobular fibrosis or adenoparenchymatous goitre ; 
diffuse colloid or vesicular goitre ; and lymphadenoid 
goitre. Some of his findings were published in 
THE LANCET! five years ago; at that time he had 
tried the experiment of giving iodine to school- 
children in the form of butterscotch, but had found 
that this treatment was not beneficial ; indeed, the 
incidence of goitre was increased in the groups 
treated, though not sufficiently to have any statistical 
significance. His later experience has not led him 
to modify his views on the use of iodine; in an 
address to the Section of Epidemiology and State 
Medicine of the Royal Society of Medicine on 
April 28th he said that normal children were better 
without iodine at all and quoted the opinion of 
Williamson and Pearse that there is a risk of inducing 
secondary Graves’s disease by misapplied iodine 
therapy. Dr. Turton thinks that colloid goitre is 
the only type of simple goitre amenable to this 
form of treatment, and that there is no case for the 


promiscuous administration of iodine among the 
child or adult population of the county. Nor is 
there any definite correlation between the iodine 


content of drinking waters or soils and the incidence 


of goitre in the county. During the discussion 
which followed Dr. Turton’s address, Dr. Seott 


Williamson said that this finding corroborates experi- 
ence in other parts of the world where goitre is 
endemic. 

Since iodine deficiency cannot, in his view, be 
made the scapegoat, Dr. Turton has looked further 
afield for the cause of endemic goitre, with interesting 
if speculative results. According to McCarrison, 
calcium excess or imbalance of mineral metabolism, 
especially of calcium, phosphorus and iodine, plays 
some part in the production of colloid goitre ; and 
Dr. Turton has been able to produce colloid goitre 
in a dog by feeding it with sterilised calcareous 
deposit from the sedimentation tanks of the Heanor 


' THE LANCET, 1927, ii., 1170. 





976 THE LANCET] THE ANZZMIAS OF INFANCY.—THE PROBLEM OF SCIATIC PAIN 


and Ilkeston waterworks. The water-supply in 
different parts of the country is undoubtedly an 
agency in the production of goitre; cases have 
either diminished in number or disappeared in many 
places, following the introduction of better water- 
supplies, and this has been the experience at Heanor 
since the water has been efficiently chlorinated and 
filtered. The people drinking water from shallow 
and polluted wells are most likely to suffer, and 
Dr. Turton believes that the removal of noxious 
animal matter by filtration is as important as the 
removal of excessive calcareous material. 

Recent work by McCarrison indicates that the 
lymphadenoid type of goitre is related to deficiency of 
vitamins A, B, and C in the diet, and Dr. Turton has 
observed that the chief faults in the diets of goitrous 
Derbyshire children are the absence of fresh fruit 
and vegetables, and the substitution of margarine 
for butter; milk is taken sparingly. He found that 
among well-nourished children, coming from good- 
class homes in Wirksworth, the incidence of goitre 
was only 2-9 per cent., while among children from 
poorer homes in the same district the incidence was 
15 per cent. The influence of diet was further 
illustrated by Dr. H. Gardiner-Hill, who mentioned 
that in the French Jura the incidence of vesicular and 
parenchymatous goitre is falling as rapidly as in 
Derbyshire, though the inhabitants have not bothered 
to change their water-supply ; their diet, however, 
has been much improved in variety of late years 
by increasing transport facilities. Heredity was 
mentioned as a factor which may play a part in 
production of goitre by Dr. William Butler, who 
took the chair ; he quoted cases of goitre occurring 
in his own family, who, though they no longer live 
in the affected county, can claim a Derbyshireman 
for a great grandfather. Dr. Scott Williamson 
thought that support for this view was to be found 
in Holland where endemic goitre is not found, but 
where 80 per cent. of the cases of toxic goitre 
occur in the descendants of Swiss immigrants. There 
seems to be ample justification for the view expressed 
by Sir James Berry in 1901 that all cases of goitre 
do not originate from the same cause; and that 
hygiene, sanitation, the principles of nutrition, and 
the substitution of good for impure water-supplies 
have all played a part in diminishing the incidence 
of Derby neck. 


THE ANAEMIAS OF INFANCY 


Most observers agree that infants born of anwmic 
mothers have normal blood pictures at birth. M. B. 
Strauss! has recently tried to correlate studies of 
the maternal blood during pregnancy with others 
made on the infant during the first year of life, and 
his findings fit in with this belief. At one year, 
however, children who had no treatment and whose 
mothers had no anemia during pregnancy had an 
average hemoglobin of 67 per cent., whereas those 
whose mothers were definitely anemic had an average 
hemoglobin of 46 per cent. The anemia was relieved 
by treatment with iron, and he concludes that the 
more severe degree of anzemia in infants is due to 
deficient storage of iron by the fetus which is 
dependent upon a deficient supply of this element in 
the mother. Additional support is given to such an 
explanation by the fact that while J. M. Baty gives 
the normal hemoglobin of children one year old as 
13-53 g., H. M. M. Mackay ? gives itas 8-97g. Baty’s 


? Jour. Clin. Investigation, 1933, xii., 375. 
2? Nutritional Anzmia in Infancv, Med. Research Council, 
eg Report No. 157, London, 1931. See THE LANCET, 1931, 
ii., 195. 
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patients came from homes where living conditions 
were good and the mother presumably had adequate 
iron-containing food during pregnancy. Mackay’s 
children, on the other hand, were drawn from 
extremely poor homes. The nutritional levels of the 
mother are probably responsible for these differences 
in normal children. Strauss also mentions two 
infants in whom a megalocytic hyperchromic anemia 
developed at about two months and recovered without 
treatment. A similar type of anemia had been 
present in both mothers during pregnancy. He con- 
cludes that in these cases the infants lacked material 
effective in preventing pernicious anemia, owing to 
a similar deficiency in the mother during pregnancy. 
His results are interesting enough to warrant investi- 
gation on a larger scale which would allow of the 
figures being submitted to statistical treatment as in 
Mackay’s excellent study of the hemoglobin level in 
infants. 


THE PROBLEM OF SCIATIC PAIN 


THERE is more joy over one patient who recovers 
from sciatica than over the 99 who never get it. 
The prolonged pain and disability induce a querulous- 
ness in the victim which is not to be wondered at, 
and which, after an odyssey among consulting-rooms, 
is likely to be directed chiefly against the medical 
profession; the brunt of his displeasure being 
naturally borne by the family doctor. We can be 
grateful for the frankness with which W. M. Craig 
and R. K. Ghormley! admit that “there is no one 
remedy suitable for all cases regardless of the 
symptoms,” but it is a little disheartening to read that 
treatment at the Mayo Clinic includes rest in bed, 
epidural injection, diathermy, Buck’s extension, 
intravenous injections of foreign protein, and elimina- 
tion of foci of infection ; and that this formidable 
artillery succeeds in bringing down, as a very modest 
partridge, the admission that “ satisfactory results ” 
are obtained “in a fairly high percentage of cases.” 

Rest in bed will often relieve sciatic pain ; but few 
patients can afford prolonged idleness. At the 
Mayo Clinic therefore ambulatory treatment is 
employed for suitable cases, some form of support 
for the lower portion of the back and pelvis being 
prescribed. In men this usually takes the form of a 
canvas belt, fitted carefully round the pelvis and 
extending above the crests of the ilia, and in women 
of a cloth corset, laced either at the back or front. 
A more positive remedy which sometimes gives 
relief is the injection of fluid epidurally into the 
sacral canal; and in our own columns in 1930 William 
Evans claimed immediate and complete relief of over 
60 per cent. of cases by this method, with improve- 
ment in a further 13 per cent. It is not clear how 
epidural injection acts, unless by separating adhesions 
about the nerve-roots, and, as Craig and Ghormley 
suggest, by relieving inflammatory reaction and 
irrigating the tissues. This implies that it could only 
be of benefit in cases of secondary sciatic pain due 
to inflammation outside the nerve trunk or roots ; 
yet Evans was of opinion that most cases fall into the 
group of primary or idiopathic sciatica, at the nature 
of which he formulated no guess. He attributed 
the good effects of epidural injection to the stretching 
of the nerve-roots which go to form the sciatic nerve— 
an idea which is borne out by the fact that saline was 
as effective as novocain in procuring relief for his 
patients, and that visible stretching of the nerve- 
roots was observed in the cadaver during injection. 

Gaston Labat and M. B. Greene ? in 1931 came to the 


* Jour. Amer. Med. Assoc., April 15th, p. 1143. 
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conclusion that the ‘so-called sciatic neuralgias 
include not only painful conditions of the sciatic 
nerves (great and small) but not infrequently associated 
conditions of the external cutaneous and anterior 
crural nerves.”” With an electric percussion hammer 
they mapped out the nerves involved and then 
blocked them individually with mixtures of alcohol 
and neocaine in weak solutions. Parzsthesia was 
conspicuous in some cases after treatment, and the 
distorted sensations took a variable time to disappear ; 
but out of a series of 10 cases they obtained complete 
relief for the patient in 8, some residue of pain being 
left in the other two. The duration of relief could 
not be foretold at the time when they wrote, but 
in any case such an elaborate form of treatment 
bears the slenderest relation to the problems of 
ordinary life. The best results, at the Mayo Clinic, 
have been obtained in patients confined to bed, and 
treated by a combination of double Buck’s extension, 
diathermy, epidural injections, intravenous injection 
of foreign protein, and elimination of foci of infection ; 
of a series of 28 patients so treated, about 86 per 
cent. were completely relieved, and 14 per cent. 
moderately relieved. Results which were nearly as 
good were obtained in a series of eight ambulatory 
cases following epidural injection, a belt, and 
diathermy, but the number of patients in this group 
is really too small to be significant. 

The treatment of sciatic pain is complicated by 
the fog which has gathered round its pathogenesis. 
Dr. Gordon Holmes, speaking at the Royal Society of 
Medicine recently, mentioned the importance of 
distinguishing between true interstitial neuritis and 
pain referred along the nerve due to inflammation 
of neighbouring tissues; and it certainly seems 
unreasonable to hope that epidural injection is going 
to relieve a condition due to inflammation in the 
hip-joint, or that an injection of oxygen round the 
nerve will influence pain due to arthritis of the 
lumbar vertebra. Yet Craig and Ghormley state 
that efforts have been made to distinguish between 
sciatic neuritis and sciatic neuralgia in the Mayo 
Clinic cases; they were unable to find specific treatment 
separately applicable to the two conditions. At 
present there seems to be nothing for it but to go on 
as usual with the treatment of sciatic pain—to try 
everything and to remember when attempting to 
assess a new remedy that sciatic pain tends to dis- 
appear spontaneously- 


SWINE INFLUENZA 


R. E. Shope’s work on swine influenza is of interest 
not only as an example of well-conceived investigation 
but because of the bearing it may have on certain 
problems in human pathology, more particularly 
those of influenza and the common cold. The 
disease is a highly contagious infection of swine 
occurring in certain parts of America. The essential 
pathological features are an exudative bronchitis 
with extensive damage to bronchial epithelium, a 
peribronchial round-cell infiltration, and massive 
pulmonary atelectasis. If pneumonia develops it is 
of the lobular type. Shope first demonstrated in 
1931 that the disease could be transmitted experi- 
mentally by nasal instillation of virulent material. 
The virus resided in the bronchial mucus, in bronchial 
lymph nodes, and in the diseased lung. Examination 
of virulent material from both spontaneous and 
experimental cases revealed the constant presence of 
a minute Gram-negative hemophilie bacillus culturally 
indistinguishable from the non-indol-producing strains 
of Haemophilus influenza. Strangely enough this 
organism—H. influenze suis—proved quite innocuous 
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for swine, and this fact led Shope to probe the matter 
more deeply only to find that the prime cause of the 
disease was a filtrable virus. This did not mean, 
however, that the influenza bacillus played no part. 
The filtrate disease, though highly contagious, was 
an extremely mild affair quite unlike the spontaneous 
disease, but the two factors together, filtrable virus 
and H. influenze suis, produced the typical clinical 
picture of swine influenza. More recently Shope has 
shown! that the immunity conferred by the pure 
virus infection protected against the spontaneous 
disease as well as against experimental infection with 
the two factors, virus and bacillus ; H. influenza suis 
alone evoked no immunity. This clear-cut example 
of a filtrable virus and a bacterium working together 
in such close coéperation in the production of a definite 
clinical entity, although not unique, is very interesting 
and lends support to the view that in human influenza 
we are dealing with a similar phenomenon. 


OPERATION FOR MENIERE’S DISEASE 


Méniére’s disease, when severe, causes so much - 
distress and so much incapacity that heroic methods 
of treatment may well be justifiable if they hold out 
a good prospect of cure or of real alleviation. Division 
of the eighth cranial nerve seems to be such a method. 
Sir Charles Ballance proposed the operation as long 
ago as 1894, but it does not appear to have been 
performed until 1902, when Parry and Krause each 
operated on one patient. The operation was, however, 
but rarely employed, and in 1925 J. 8. Frazer stated 
that it had been abandoned because of its high 
mortality ; but in 1928 W. E. Dandy, of Baltimore, 
reported a series of nine cases with relief in every case, 
and recently C. C. Coleman and J. G. Lyerly,? also 
in America, have recorded ten others. Their state- 
ment that the operation can be performed with a 
negligible risk appears to be justified in that recovery 
was prompt in every case. Their diagnosis is based 
on a history of attacks of violent vertigo accompanied 
by nausea and vomiting, tinnitus in one ear, and 
partial or complete deafness in the same ear. Other 
signs are inconstant; thus there was no relation 
between the ear involved and the direction of the 
vertigo. In eight of the ten cases the vestibular 
reaction to the caloric test in the affected ear was 
normal, and in one case it remained normal after 
operation, although the ear was completely deaf; 
it is concluded that the vestibular .nerve was not 
completely divided, but the dizziness and tinnitus 
have been entirely relieved for more than a year. 
Tinnitus has been improved in every case, but has 
not always been abolished. Some patients have 
suffered from a slight unsteadiness, especially on 
quick movement; but this tends to improve with 
time, and in no case has there been any attack of 
vertigo after the operation, so that the main object 
has been successfully accomplished. Coleman and 
Lyerly draw an analogy between Méniére’s disease 
and major trigeminal neuralgia, for which extensive 
intracranial operations are performed, and in the 
discussion which took place when their paper was 
read before the American Neurological Association, 
Dr. Penfield, of Montreal, raised the question whether 
Méniére’s disease is not eventually a bilateral process 
which may be expected to advance later to the other 
side, as sometimes happens in trigeminal neuralgia. 
If the operation becomes sufficiently frequent, 
observation over a prolonged period may confirm this 
suspicion. The question of division of the vestibular 
nerve alone would then become important, and this 


1 Jour. Exp. Med., 1932, lwi., 57: 
* Arch. Neurol. and Psychiat., March, 1! 
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is discussed by Mr. Hugh Cairns in a paper by himself 
and Dr. W. Russell Brain, which appears on p. 946. 
They report four cases of Méniére’s disease treated 
by division of the auditory nerve, and their results 
are similar to those of Coleman and Lyerly. All 
four patients have had complete freedom from their 
attacks, and have been able to return to their original 
employment among machinery and other dangerous 
surroundings ; but their confidence was regained 
only slowly. Three of them suffered from tinnitus, 
and this remained unchanged in one, though much 
reduced in the other two. Cairns and Brain comment 
on the nystagmus which always occurred after opera- 
tion, and persisted for two or three weeks in diminish- 
ing intensity ; the quick phase is towards the contra- 
lateral side, and it is evidently due to the unbalanced 
action of the opposite labyrinth. They also call 
attention to a post-operative symptom which has 
not previously been noted: all their patients had 
transitory diplopia which they consider to be due 
either to skew deviation of the eyes resulting from 
defect of tonic impulses from the labyrinth or to 
disorganisation of the patient’s projection of visual 
space caused by the sudden loss of proprioceptive 
impulses. 

It must of course be remembered that cases of 
aural vertigo vary greatly in severity ; some yield 
to sedatives, and some are much improved by such 
local treatment as catheterisation of the Eustachian 
tubes. W. M. Mollison* has reported very good 
results, too, from the milder operation of injecting 
alcohol into the opened external semicircular canal. 
Nevertheless division of the auditory nerve is likely 
to take a regular place in the treatment of the most 
severe and incapacitating forms of this affection. 


POISONOUS GASES 


ALTHOUGH research on the development of chemical 
warfare is necessarily conducted sub rosa, the same 
secrecy does not apply to its preventive and curative 
aspects. The United States have been especially 
active in this respect and A. R. Koontz’s account 4 
of the work done by the medical research division 
of the U.S. Chemical Warfare Service is of value 
not only from a medico-military point of view but 
also because of the light it may throw on gas poisoning 
in civil life and industry. Thus it was found that the 
so-called chemical pneumonia of industrial workers, 
which bas long: been recognised as having a typical 
pathological picture (the alveoli being filled with 
desquamated epithelial cells and large mononuclears, 
with very little fibrin and few or no leucocytes), 
is not solely due to chemical irritation ; indeed, 
bacteria are present in only slightly smaller numbers 
than in the ordinary type. A condition resembling 
chemical pneumonia was seen in animals which had 
never been exposed to irritating vapours, and attention 
is drawn to the similarity between the pathology of 
this type of pneumonia and that found in psittacosis. 
In the treatment of phosgene poisoning German 
workers had suggested that double section of the 
vagus nerves prevented the onset of edema. By 
animal experiment Vedder and Sawyer claim to 
have refuted this statement and they further believe 
that they have made a considerable advance in 
treatment by the injection of urease which is supposed 
by the production of ammonia to neutralise the 
hydrochloric acid produced in the tissues by the 
hydrolysis of phosgene. Intravenous gum-glucose 
solution and the injection of emetine to reduce 


* Guy’s Hosp. Rep., 1930, Ixxx., 470. 
* Military Surgeon, April, 1933. 
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pulmonary congestion increased the beneficial effects. 
Walton and Eldridge found by human experiment 
that chlorine would rapidly cure poisoning by the 
toxic smokes of the diphenylarsine group by con- 
verting the arsenic from the trivalent to the penta- 
valent form and producing a non-irritating product. 
The same workers claim to have shown that in cases 
of monoxide poisoning the elimination of CO was 
hardly less in treatment with oxygen plus carbon 
dioxide than with oxygen alone; they therefore 
recommend that for simplicity pure oxygen should 
be used. On the vexed question of the after-effects 
of war gases, and their relation to tuberculosis in 
particular, experiments on more than 300 dogs 
showed almost negligible pathological changes in 
the lungs after sub-lethal doses of phosgene, lewisite, 
chlorine, chloropicrin, and methyldichlorarsine. <A 
similar number of rabbits were injected with large doses 
of tubercle bacilli and half of them were gassed ; 
yet those which were gassed showed no greater 
incidence of tuberculosis. With mustard-gas, indeed, 
when very small doses of tubercle bacilli were used, 
gassing seemed actually to have an iahibitory effect, 
and it is suggested that congestion of the lungs 
is unfavourable to the growth of the tubercle bacillus 
—as has previously been stated in connexion with 
mitral stenosis. 

Finally, a full investigation by the Chemical 
Warfare Service of the Cleveland X ray film disaster ° 
produced some interesting conclusions. It was found 
that when X ray films are ignited in a closed space 
a flameless type of combustion may go on for a long 
time, and finally on the addition of oxygen, as by the 
opening of a door, the whole mass may burst into 
flame or even explode. The burning of films may be 
caused by merely heating the film—e.g., with an 
electric light bulb, a hot steam pipe, or any source of 
heat which will raise the temperature of the film 
above 100°C. The gases produced (in the absence of 
adequate supplies of oxygen) are chiefly carbon 
monoxide and nitrous oxides. 





Mr. J. Priestley Smith, emeritus professor of 
ophthalmology in the University of Birmingham, 
died at his home on April 30th at the age of 87, after 
two years’ illness. 


5 See THE LANCET, 1929, i., 1223. 








DEVELOPMENT OF MENTAL HOsPITALS.—On April 
27th Mr. L. G. Brock, chairman of the Board of Control, 
attended at the West Sussex County Mental Hospital, 
Graylingwell, Chichester, and opened an admission block 
which will accommodate 40 patients of each sex. It 
was often asked, he said, why, with a diminishing birth- 
rate, it was necessary to go on building and extending mental 
hospitals. It was not true that the increase of patients 
under care meant that the world was becoming madder. 
Cases were more understandingly treated nowadays than 
formerly, and the old dislike of institutional treatment was 
passing. The number of present adult cases had no reference 
to the birth-rate of the present generation ; indeed, if all 
births stopped it would be at least 30 years ere there was 
any appreciable lessening of admittances. The building 
of hospitals of admission typified the change that had come 
over the care of the mentally sick. Progress would not 
proceed very far, however, if the work of hospitals was not 
supplemented, and he was pleased to be able to state that 
the provision of out-patient clinics at Chichester and 
Worthing had prevented many cases from going to a mental 
hospital. Mr. Brock went on to say that he would not 
suggest that all forms of mental trouble were curable. But 


expenditure and adequate staffing was certainly wise, for 
it would be great extravagance to allow a recoverable case 
to be lost or left on the hands of the county for 20 or 30 
years. 
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SPECIAL ARTICLES 


THE END-RESULTS OF THE 
TONSIL AND ADENOID OPERATION 
IN CHILDREN 


By J. A. KEEN, M.B., F.R.C.S. 


AURAL SURGEON, LEICESTER EDUCATION COMMITTEE ; AURIST, 
LEICESTER PUBLIC MEDICAL SERVICE 


THE end-results of the tonsil and adenoid operation 
may be investigated from many points of view. 
And as the operation is performed on nearly one- 
fourth of the population during the school period ! 
its results should be equally interesting to specialists, 
general physicians, and public health authorities. 

How far it succeeds in relieving the local symptoms 
in the throat, nose, and ear, and where it may fail, 
are questions which more particularly concern the 
laryngologist. My remarks are based on the average 
results obtained in children who were operated on 
at the Leicester School Clinic during the last 12 
years, approximately 1000 cases being treated each 
year. This clinical material should be fairly repre- 
sentative of the work done at school clinics all over 
the country. 

The main symptoms for which we are consulted in 
children with tonsils and adenoids are : nasal obstruc- 
tion, frequent colds, sore-throat and feverish attacks, 
and swollen glands. Then comes a group of symptoms 
connected with the ears—viz., earache, attacks of 
deafness, and a discharge. It seemed the easiest 
plan to take these symptoms in turn and to ask 
in each instance to what extent we can relieve the 
symptom by enucleating the tonsils and removing 
the adenoids. 

Nasal Obstruction 

Nasal obstruction in children of school age is due 
to hypertrophy of the adenoids in the great majority 
of cases. But it should be remembered that there 
are other causes, and these must be taken into account 
if one wishes to avoid disappointing end-results. 
After puberty, and as patients reach early adult life, 
adenoids become less and less important as a cause 
of nasal obstruction. In adults, of course, adenoids 
cease to be of any importance, and we have to think 
more of conditions in the anterior nares, such as 
septal irregularities, mucous polypi, or sinus suppura- 
tion. Also, at the very beginning of life in the 
suckling infant, hypertrophy of the inferior turbinals 
is more often the cause of nasal obstruction than 
adenoid enlargement. This is important to remember, 
and many operations in infants can be avoided. In 
the typical case the mother brings the baby to 
hospital because she finds that he has great difficulty 
in taking the breast, having constantly to interrupt 
feeding in order to take a breath through the mouth. 
The difficulty can be overcome by instilling glycerin 
drops into the nostrils, the glycerin having a hygro- 
scopic action, or by using an ointment containing 
1 per cent. cocaine 20 minutes before the feed is due. 

Septal deviations and spurs in children are, perhaps, 
more often found than we imagine. In order to 
obtain a rough idea of the frequency of the various 
conditions which I shall mention, I have looked 
through 2000 record cards of the Leicester School 
Clinic, taken quite at random in an alphabetic index 
of all the cases which passed through my hands in 
the last 12 years. I found septal deformities in 39 
cases, nearly 2 per cent. In these 39 I had advised 
a simple tonsil and/or adenoid operation in 31 cases, 


no operation in 6 cases, and a submucous resection 
in 2 cases. That is to say, in the majority of cases 
I did not operate on the septum. Whether we 
should ever operate on septal conditions in children 
is a point on which laryngologists differ. If the 
septum is much deformed and is obviously responsible 
for the nasal obstruction, and there is only a small 
amount of adenoid tissue present, it is better not to 
operate at all unless a submucous resection is done 
at the same time, because simple removal of adenoids 
will not relieve the nasal obstruction. 

The same argument will apply to children with 
well-marked high-arched palate. Recent research has 
shown that the high-arched palate is not the result 
of neglected adenoids, but that other factors come 
into play.2 In such cases one should not remove 
small amounts of adenoids. The end-results will be 
disappointing, as the children remain mouth-breathers. 

Adenoid hypertrophy may be accompanied by 
chronic enlargement of the inferior turbinals (36 cases 
among 2000). In 22 of these I had to perform a 
partial resection of the inferior turbinate bones as 
well as tonsillectomy ; in 14 cases only the T. and A. 
(tonsil and adenoid) operation. Whenever possible, 
I prefer to leave the turbinals alone at first, because 
many cases of hypertrophic rhinitis subside spon- 
taneously after the simple operation. If the nasal 
obstruction is not relieved after three or four months, 
then a further operation may be done, either 
turbinotomy or cauterising. 


If chronic sinus suppuration is suspected in a child, 
and the tonsils and adenoids are definitely unhealthy, 
again the simpler operation should be done first with 
good prospect of curing the symptoms and avoiding 
a severer operation. 

A small residue of cases remains where we fail to 
relieve the nasal obstruction by operation, although 
the adenoids were obvious. These children are brought 
back to the clinic 12 months or so later, because a 
chronic nasal catarrh has persisted. I counted 9 
such cases among the 2000. We cannot always 
blame ourselves for these poor end-results. In some 
of the cases the persistent nasal catarrh will ultimately 
be found to be due to chronic sinus suppuration, and 
the removal of septic T. and A. was certainly indicated 
as a first step. A few cases will belong to the allergic 
group of diseases, and in a third small group there is 
a constitutional factor, probably a tendency to 
tuberculosis, which is the cause of the persistent 
rhinitis. 

Two other conditions may be considered here :— 

Asthma and hay-fever.—Here one has to be very guarded 
in the prognosis and extremely careful in selecting the cases. 
Unless the tonsils and adenoids are very definitely hyper- 
trophied, and there are other signs that they are doing 
harm, such as feverish attacks, swollen glands, and ear 
symptoms, I prefer to do without operation. Many cases, 
I think, have been made worse by tonsillectomy. 

Atrophic rhinitis or ozcena.—This is comparatively 
seldom seen in children. Among the 2000 cases there were 
seven where I had made a note that early atrophic changes 
existed in the nasal cavities, but I met no single case of 
fully developed ozcena as we find it in adults. I have 
been inclined to be conservative as regards clearing the 
nasopharynx thoroughly of adenoid tissue when I have 
seen the beginning of an atrophic condition with crusts in 
the anterior part of the nose. I feared that a thin and 
scarred condition of the nasopharyngeal mucous membrane 
might accelerate an extension of the atrophic process to 
the posterior nares. Perhaps I am wrong in this attitude. 
It may be that the removal of septic foci prevents the 
development of atrophic changes in the upper respiratory 
passages. I believe it is true that we are seeing far fewer 
cases of typical ozoena in adults than formerly. This 
diminution in the numbers of adult ozoena cases may be due 
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to the very large numbers of tonsil and adenoid operations 
which have been performed in the last 20-30 years. 

The other symptoms—the tendency to colds, the 
sore-throats, and feverish attacks due to mild tonsil- 
litis—are all satisfactorily relieved, provided the 
indications for operation were definite. In considering 
the end-results we ought to think of the patients’ 
state of health 6-12 months, or even longer, after 
the operation. Many children, in whom the end- 
results have seemed disappointing at first, show the 
full benefit later on. It has been said that the 
period after operation which has to elapse before the 
full benefit is felt is nearly as long as the period 
during which the harmful symptoms have been 
developing. 

The end-results as regards nasal obstruction can 
be considerably improved by insisting on breathing 
exercises, which are a very necessary part of the 
post-operative treatment. The best plan is to arrange 
special classes for these exercises. If that cannot be 
done, some simply worded printed instructions should 
be given to the parents at the final examination after 
operation. An example of these instructions is :-— 

Your child’s nose and throat have now been surgically 
treated, and the obstruction to breathing through the nose 

been removed by operation. In order to complete 
pres cure it is essential that the following rules are carried 
out :-— 

1. Keep the mouth closed, except when eating or speaking. 

2. Lie on the side in bed, as the mouth tends to drop open 
when lying on the back. 

3. Breathing exercises. Immediately after getting up in 
the morning, blow the nose without holding it tightly in 
the handkerchief. Then stand in front of an open window 


and, with the mouth tightly closed, take ten deep breaths 
in and out through the nose. 


Cervical Adenitis 


The next important symptom to be considered 
is swollen glands. Chronic infection of the tonsils 
frequently causes enlargement of the glands at the 
angle of the jaw. These glands are palpable in 
roughly 25 per cent. of the school-children who are 
referred to the aurist. In the majority of cases the 
swelling is bilateral, and is due to a simple non- 
tuberculous infection of the tonsillar group of the 
cervical lymphatic glands. In some cases the glands 
only become palpable during an attack of tonsillitis, 
and subside completely in the interval. In others 
the glands remain permanently palpable, and only 
begin to disappear some months after tonsillectomy. 
These cases all do very well. When the glands are 
palpable in the posterior triangle behind the sterno- 


mastoid one generally associates this sign with, 


hypertrophy of.the adenoids and sepsis in the naso- 
pharynx. The end-results are equally good in this 
group. 

In a third group of cases we find comparatively 
_large, well-defined masses of glands, often on one 
side only. Many of these swellings are tuberculous 
glands and the prognosis should be guarded. Surgeons 
are in the habit of referring such cases to the laryngo- 
logist for tonsillectomy in the first instance. If there 
is a definite history of the gland getting larger with 
attacks of sore-throat, and then subsiding again, one 
can expect a good result from tonsillectomy. But 
many of these glands ultimately soften and break 
down, in spite of tonsillectomy. Nevertheless, I 
think, tonsillectomy as a preliminary operation is the 
correct procedure. External operations for glands in 
the neck have become far fewer in the last 20 years 
orso. A good case can be made out for the argument 
that this diminution in the number of operations for 
cervical glands is in some way connected with the 
greater number of tonsil and adenoid operations. 
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But we must also take into account that there has 
been a general reduction in the incidence of non- 
pulmonary tuberculosis during the same period. 


Ear Symptoms 


The two most common ear symptoms associated 
with unhealthy tonsils and adenoids are earache and 
intermittent attacks of deafness, noticed especially 
with “colds.” These two symptoms usually go 
together, and we attribute them to the presence of a 
mass of adenoids sufficiently large at times to press 
on the pharyngeal ends of the Eustachian tubes, or 
to collections of lymphoid tissue in this region, 
especially in Rosenmiiller’s fossa. Sometimes there 
is no complaint of deafness—for instance, if only one 
side is affected—but on inspection we see a retracted 
or a reddened drum membrane. We may call this 
group of symptoms Fustachian obstruction and inter- 
mittent non-suppurative otitis. Nearly 40 per cent. 
of all the T. and A. cases in my series were affected 
in this way: 781 among the 2000. There is every 
reason to be satisfied with our end-results in this form 
of deafness. 

Some time ago I obtained striking proof that the 
operation was very successful in curing the inter- 
mittent non-suppurative type of otitis. I was allowed 
to go through the schools in order to discover how 
many seriously deaf children there were in the 
ordinary classes. The teachers were asked to pick 
out all the children whom they considered deaf. 
Many of the children who were brought to be tested 
had recently undergone tonsillectomy, and the great 
majority of these had completely recovered their 
hearing. Ifa child continues to be deaf after removal 
of tonsils and adenoids the case most probably 
belongs to another category and must be classified as 
chronic middle-ear catarrh, in which the mobility 
of the tympanic structures is already permanently 
interfered with, or as otosclerosis, or one of certain 
rare forms of nerve-deafness. Among the 2000 
records of tonsillectomy cases there were eight 
instances where some degree of deafness persisted 
after operation—unfortunately quite a definite per- 
centage. 

When the deafness is established and has lost its 
intermittent character we must be very careful not 
to promise complete recovery of hearing after 
tonsillectomy. For example, the history of the deaf 
children in special schools often shows that the tonsils 
and adenoids have been removed with no result, 
and these disappointments are not to the credit of 
the operation. When I see a child with marked 
deafness (say ordinary voice, 5—6 ft., with the back 
turned), I retest after a few weeks. If there is no 
difference in the hearing after that interval, I do not 
advise operation, unless this is strongly indicated on 
grounds other than deafness. 

Approximately 12 per cent. of my T. and A. cases 
had a history of discharging ears (250 in 2000), and 
as a rule the ear discharge was intermittent. When 
the tonsils and adenoids are obviously unhealthy the 
end-results of the operation are good, although 
recurrences of the otitis are not eliminated altogether. 
For instance, among the 2000 cases there were 25 
(one-tenth of all those with discharging ears) where 
further attacks of middle-ear suppuration occurred 
in spite of the effective removal of septic tonsils and 
adenoids, but these attacks of otitis were slight and 
easily remedied as a rule. A discharging ear can 
often be made to heal by suitable treatment, even 
when the child clearly requires tonsillectomy. During 


the two or three weeks that the patient may have to 
wait for operation the ear becomes dry, showing that 
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the pathological connexion is not a very close one. 
In my opinion, a discharging ear by itself is not an 
indication for removal of tonsils and adenoids. In 
the hurry of a busy out-patient department it used 
to be almost a rule that operation was necessary 
when a child came with a discharging ear. This is 
wrong, and I think local treatment to the ear should 
always be tried first : not simply peroxide drops, but 
powder insufflations or ionisation. 

On the chronic type of middle-ear suppuration I 
find that the influence of the greater number of 
tonsil and adenoid operations is an indirect one. 
When a child has recurring granulations in the 
meatus and cholesteatoma, tonsillectomy has practi- 
cally no effect on the clinical course of the ear 
condition. This is not difficult to understand. When 
a permanent perforation exists, the tympanum is no 
longer affected by closure of the Eustachian tube. 
Also, when suppuration has attacked the bony walls 
of the middle ear, or when cholesteatoma has super- 
vened, the pathological changes in the tympanic 
cavity run a course which is independent, for practical 
purposes, of conditions in the nasopharynx or throat. 
When I studied the end-results of radical mastoid 
operations in children some years ago, among other 
points I went into the question of previous operations 
on the nose and throat. In a series of 60 patients, 
46 had had tonsillectomy and removal of adenoids 
done previously. In these cases the nose and throat 
operation had had no effect on the chronic ear 
suppuration, as was proved by the fact that sub- 
sequently I had to perform a mastoid operation. 

Although the effect of tonsillectomy on the clinical 
course of chronic middle-ear suppuration seems to 
be negligible, it is a curious fact that these obstinate 
cases are getting fewer and fewer every year among 
the elementary school-children, in Leicester at any 
rate. During 1922, for example, I performed 40 
radical mastoid operations at the school clinic; by 
1930, eight years later, the number had fallen to 
seven. The larger number of tonsil and adenoid 
operations has certainly something to do with this, 
and it is another instance of the lesser operation 
removing the necessity for a severer one. It means 
that the attacks of middle-ear suppuration tend to 
be slighter and to heal more easily in children whose 
nose and throat passages are healthy. Therefore the 
numbers of those cases which ultimately drift into a 
chronic condition became fewer. 


General Health 


In the preceding remarks I have said a good deal 
about poor end-results, but it is only by studying our 
failures that we can improve our exact knowledge 
of the indications for operation and learn to select 
our cases very strictly. We all agree that in suitable 
cases the general health improves enormously as a 
direct result of the operation. Some years ago I 
arranged that all the children underguing tonsillectomy 
during one year had weight, height, and chest measure- 
ments made just before the operation, and again 
exactly one year later. There were about 600 cases 
altogether ; they were divided into boys and girls, 
and into the different age-groups, and the average 
measurements before and after operation were 
calculated for each group. The percentage increase 
of the various measurements was compared with the 
normal percentage increase in each age-group, as laid 
down by the Tuxford and Glegg standard. 

The Tuxford and Glegg standard consists of a set of 
averages prepared by two school medical officers about 
1908. The figures are averages derived from the measure- 


ments of 587,000 children received from 17 county and 44 
urban areas scattered throughout the country. Taken 
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together they are fairly representative of the country as a 
whole. 

The figures given by this standard seemed to me 
to make a suitable “control,” more especially as I 
did not use the figures directly but only compared 
percentage increases in each group. The tables and 
graphs have appeared previously.2 One of the 
weight charts may be reproduced here (see Figure). 
In all the age-groups there is a striking additional 
increase in weight after operation—e.g., in the 12-year 
age-group, among the girls, the percentage increase 
was more than double the normal. 


Operative Failures 


As we have seen, the removal of tonsils and 
adenoids sometimes fails to relieve the symptoms for 
which the opera- 
tion was under- 99}-...-...-... 
taken, and the 
main types of jg} ....... 
‘** failure’? have 
been discussed. 
It happens not 
infrequently 
that symptoms, 
such as nasal 
obstruction or 
catarrhal deaf- 
ness, are im- 
proved but not 
removed 
entirely. In 
statistical 
inquiries these 
cases may 
appear as 
** failures ’’— to 
my minod e 
unjustifiably. 
However, 
there are two 6 
definite groups AG 
of operative Percentage increase of weight of tonsil- 
failures which ‘The shaded areas represent the increase 
we have to face, in each age-group as laid down by the 
the first of which standard. The light areas over and 
is by far the 


above the shaded ones represent the 
increase in the weight of those children 
most important, 
viz. :— 


who had undergone tonsillectomy at 
the beginning of the year. 

1. Inefficiently performed operations.—Unfortunately 
quite a definite proportion of all the T. and A. 
operations performed in this country are not perfect, 
from a surgical point of view, and various estimates 
have been made.* Medical men have become accus- 
tomed to the necessity for second or even third 
operations. Actually, a second operation for removal 
of tonsils should never be required, and an operation 
for recurrence of adenoids extremely rarely. There 
is a good deal of evidence to show that the symptoms, 
such as tendency to colds, tonsillitis, and catarrhal 
deafness, are made worse by an incomplete operation. 
For example, if the tonsils are only sliced, the openings 
of the crypts may get closed by scar tissue and the 
effects of chronic sepsis are intensified. The operation 
is blamed for the bad result, when really the technique 
has been at fault. I think one may say that a badly 
performed operation is worse than no operation at all. 

2. Post-operative complications.—There are certain 
more immediate risks and complications of the 
operation—as, for instance, primary and secondary 
hemorrhage, broncho-pneumonia, toxemia, septi- 
cemia, and acute otitis.6 © Fortunately these compli- 
cations are rare, and they only become important 
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from a statistical point of view when one analyses 
the results of large numbers of operations. By 
devising methods for guarding against excessive 
hemorrhage, by admitting children to hospital for 
longer periods and other measures, the numbers of 
these complications can be reduced to a minimum. 
That is the main reason why we must welcome the 
establishment of school clinics with their in-patient 
beds and their special staffs of surgeon, anesthetist, 
and nurses. The immediate post-operative com- 
plications are important, because these children often 
have a very prolonged convalescence, and in any 
statistical inquiry such cases will swell the numbers 
of operative failures. 

In my analysis of the end-results of the operation 
I have felt justified in leaving out these two sources 
of operative failures, and limiting myself to studying 
the end-results in cases where the tonsils had been 
completely enucleated with capsule and the naso- 
pharynx properly cleared of adenoid tissue, and 
where the post-operative recovery had been straight- 
forward. Both these groups of operative failures 
are to a large extent preventable. This applies 
especially to the first group, and I think most of us 
will agree that the true value of tonsillectomy should 
only be judged by studies of series of cases in which 
the operation has been performed efficiently according 
to our present ideas. 


Operation-rates 


In making provision for dealing with the tonsil 
and adenoid defect, school medical officers must 
know approximately what yearly numbers of opera- 
tions they have to allow for in any given school-child 
population. As an example, I may give the figures 
for the city of Leicester. The total number of children 
on the school registers has remained practically the 
same in the last ten years, averaging 31,600. Every 
year there are about 3000 “ entrants ’’—children who 
reach school age—and about the same number of 
“leavers.”” The numbers of T. and A. operations 
among these children during the last ten years 
(beginning 1922) have been as follows: 590, 618, 
868, 825, 946, 854, 1066, 900, 835, 886. By adding 
these ten figures and dividing 31,600 by the sum 
obtained, we get an operation-rate of 23 per cent. 
A ten years’ period is chosen because elementary 
school-children, with a few exceptions, remain ten 
years under the care of the education authorities. 
After such a period the whole school-child population 
may be considered to have renewed itself. 

If adequate figures for the numbers of operations 
are not available for ten years, a yearly average 
ean be obtained and multiplied by ten. If we use 
the total operation figures given in the Annual 
Reports of the Chief Medical Officer of the Board of 
Education, going back for five years, the operation-rate 
for the whole of England is found to be 15 per cent. 

There is no evidence in the yearly figures for 
Leicester city of the great steady increase in the 
operation numbers which Dr. Glover and Dr. Wilson 
have shown to apply for England and Wales.’ The 
probable explanation is that the present school 
clinic arrangements in Leicester have existed since 
1921. In other areas suitable arrangements, allowing 
for admission of the children for at least one night, 
may only have been in working order for shorter 
periods. 

An exact operation-rate which would apply to all 
parts of the country is probably impossible to 
establish. Almost certainly there are great differences 
in the incidence of enlarged tonsils and adenoids 
according to locality. Perhaps children in seaside 
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towns are less liable to this defect than children living 
in thickly populated industrial cities. An operation- 
rate which would be correct for an urban area might 
not apply to children living in the corresponding 
county area. 

There is a close relation between the infectious 
fevers and enlargement of tonsils and adenoids. 
Therefore this defect will be subject to fluctuations 
from year to year in the same way as epidemics. 
A recent report of a committee on tonsils and adenoids 
tentatively suggested that there was some relation 
between rickets and enlarged tonsils and adenoids.® 
If that is so, the factor of diet will also have to be 
considered. As long as we have no definite knowledge 
about the «etiology of T. and A. hypertrophy it will 
be impossible to be dogmatic on these questions. 

Very high operation-rates are apparently found 
among the more prosperous classes of the population,’ 
and this is not difficult to understand. The parents 
of children in this class are much readier to consult 
their medical advisers about slight symptoms. As 
the removal of tonsils and adenoids is a comparatively 
minor operation, with a quick recovery in the vast 
majority of cases and excellent end-results, border- 
line cases are more likely to be operated on. Boys 
of the public school class may undergo tonsillectomy 
for prophylactic reasons, perhaps after one attack 
of tonsillitis, while elementary school-children are 
referred to the specialist only when tonsil hypertrophy 
and nasal obstruction are obvious. The operation is 
probably not justified for a prophylactic reason alone. 

Writers who condemn high operation-rates for 
tonsillectomy among children generally make a 
comparison between those who have had the operation 
and those who have not. I have previously criticised 
this method of comparison, which leads to absolutely 
faulty conclusions. In the article which I reviewed ° 
the author had examined 424 girls as they were 
admitted to a boarding school, the ages ranging from 
12 to 16 years. Of this number, 182, or 42 per cent., 
had had the tonsil-adenoid operation before he saw 
them; 242 had not had the operation. This gave 
him two groups, which we may call I (operation 
group) and II (no operation), and these two groups 
are contrasted from the point of view of certain 
defects (bad teeth, postural defects of the spine, 
defective vision, otorrhea, flat-feet, ‘‘ rheumatism,” 
heart defects, bone deformity). All these defects 
are more evident in Group I; but this can hardly 
be otherwise, because the girls who had to undergo 
operation in previous years must, as a group, be 
composed of less healthy individuals than Group II. 
In my experience, before parents consent to an 
operation on the nose and throat, there has generally 
been a good deal of ill-health—e.g., attacks of sore- 
throat, tonsillitis, rheumatism, or chorea. Many of 
these children, from an early age onward, have suffered 
from a “catarrhal diathesis ’—i.e., they breathe 
badly, they have constant colds, bronchitis, deafness, 
discharging ears, &c. The operation is often delayed 
too long, and one cannot expect to remedy defects 
which are already firmly established, such as marked 
deafness or damage to the heart valves. 

The author, Dr. Paton, to some extent anticipates 
this criticism by saying that in Group II there are 
some girls with large tonsils (17-4 per cent.) who 
have not had operation. These cases would counter- 


balance those in Group I who, in his opinion, had 
unnecessary operations; therefore he thinks it is 
fair to compare the two groups as he has done. But 
the cases in Group II with large tonsils are very 
likely examples of tonsil hypertrophy unassociated 
with septic infection and not complicated by adenoids ; 
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The author believes 


these do not need operation. 
that by his investigation he has proved that an 


operation-rate of 42 per cent. is too high. That may 
be true, but the contention cannot be proved by 
this particular method of investigation. 

Neither is my criticism met by Dr. Glover’s 
explanation that in boarding schools where more 
than half the pupils are tonsillectomised “no real 
selection can have taken place, and that one is almost 
as likely to find the strong and healthy in the 
tonsillectomised group as in the other.”’* This is 
obviously a fallacy. However high the percentage 
of operation cases in any particular school-child 
population, all the children who from infancy onwards 
have been subject to ‘“‘catarrh,” tonsillitis, otitis 
media, ‘‘rheumatism,” and other infections will 
certainly be in the tonsillectomised group. 

Further, in the statistics which I criticised no 
allowance is made for cases with incomplete opera- 
tions where the symptoms persist or may even be 
aggravated. As I have said above, such cases must 
be excluded from any series in which end-results are 
tabulated and from which conclusions are drawn 
as to the value of the operation. 


Summary 


The end-results of removal of tonsils and adenoids 
have been studied in a representative series of opera- 
tions performed at a school clinic. 

Nasal obstruction due to enlargement of the 
adenoids is cured in the great majority of cases, 
especially if breathing exercises are practised in the 
after-treatment. In exceptional cases a_ chronic 
nasal catarrh may persist, and the causes of this 
condition are discussed, In infants nasal obstruction 
is often due to hypertrophy of the inferior turbinals, 
and can be relieved without operation. Definite 
septal deformities and spurs are seen in nearly 2 per 
cent. of all the children who are referred to the aurist. 
If the septal condition is clearly the cause of the 
obstruction to breathing, small amounts of adenoid 
tissue should not be removed unless a submucous 
resection is also done. If the tonsils and adenoids 
are found to be diseased in children who suffer from 
hypertrophic rhinitis or sinus suppuration in addition, 
enucleation of the tonsils and removal of adenoids 
should be done as a preliminary operation. The 
slighter operation in these cases often enables one to 
avoid a more extensive one at a later period. 

Swollen glands due to cervical adenitis are found in 
approximately 25 per cent. of all the children with 
unhealthy tonsils and adenoids. When the glands 
are bilateral and intermittently palpable they are 
probably non-tuberculous, and the end-results of 
tonsillectomy are very good. The permanently 
enlarged masses of glands, especially if unilateral, 
are usually tuberculous, and the end-results from 
tonsillectomy are not so good, as further surgical 
interference is often required. In spite of this, 
removal of diseased tonsils and adenoids is advisable 
in practically all the cases. It is suggested that the 
diminution in the numbers of operations for cervical 
glands among children is due to the large numbers 
of T. and A. operations which are being done. 

Attacks of earache and intermittent deafness occur 
in 40 per cent. of children with unhealthy tonsils and 
adenoids. The end-results from operation are 
uniformly good. In suppurative otitis of the inter- 
mittent type the end-results from T. and A. operations 
are fairly good, but recurrences are not eliminated 
altogether. In 90 per cent. of the cases there is a 
cure, in 10 per cent. recurrences of the otitis have been 
observed after the operation. The end-results of 
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chronic suppurative otitis in relation to tonsillectomy 
must be considered from two aspects. Individual 
sases With obstinate discharge, recurring granulations, 
and cholesteatoma are very little helped by tonsillec- 
tomy. But these chronic cases of suppurative otitis 
tend to become fewer in a school-child population 
where T. and A. operations are done freely and without 
delay whenever necessary. 

The general condition of children improves very 
much after the T. and A. operation, as shown by 
height and weight measurements a year after opera- 
tion compared with the normal increase shown by 
the figures in a recognised standard. 

I discuss operative failures and suggest that two 
main groups of these should be excluded from any 
series in which the end-results of the operation are 
studied : (1) inefficiently performed operations, 
which often make the symptoms worse; (2) imme- 
diate post-operative complications, which can be 
avoided to a large extent by doing tonsillectomies 
only under proper hospital conditions. 

I define the meaning of operation-rate and explain 
why it is very difficult to obtain exact figures. The 
proper operation-rate among elementary school- 
children in towns is probably in the neighbourhood 
of 25 per cent. High operation-rates are condemned 
by many authors on insufficient grounds—in my 
opinion. I severely criticise the methods of investi- 
gation by which they have reached their conclusions. 
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Medical Relief Orders 


AN inquest held at Cardiff last month disclosed a 
misunderstanding about the operation of a medical 
relief order. The death of a 7-year-old boy was 
found to be caused by heart failure, due to general 
debility following measles. The main issue in the 
case was whether life would have been prolonged 
if medical attention had been given on the day 
before the boy died. A medical relief order had 
been issued to a doctor in respect of the boy. The 
boy’s sister had been sent to fetch the doctor on 
the day in question. Asked why he had not visited 
the patient as requested, the medical practitioner 
told the coroner that he thought that as the boy’s 
family had changed its address a fresh order was 
necessary. The coroner thereupon adjourned the 
inquest in order to obtain evidence of the duration 
of such orders. When the proceedings were resumed 
a week later the deputy public assistance officer 
gave evidence that no time limit was attached to 
the order; it was not revoked by a change of 
address unless the patient left the doctor’s district 
altogether. The doctor explained that, thinking a 
fresh order was required, he referred the boy’s sister 
to the relieving officer ; it would have taken less than 
an hour to obtain a fresh order; had he realised 
that the case was urgent he would have seen the 
patient forthwith without waiting for an order. 
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A solicitor who appeared on behalf of the doctor 
at the inquest, attempted to justify his client’s 
action on grounds of public economy. He suggested 
that the ‘parish doctor’ was in some degree the 
custodian of the public purse, and therefore ought 
to scrutinise the demands made upon it. The 
coroner replied that the parish doctor need not 
concern himself with investigating possible abuses 
of public assistance. The point was whether the 
patient’s need was urgent; if it was, the medical 
practitioner should have attended to him. The 
coroner took exception to the fact that the doctor, 
who had reported the death to him personally, 
omitted to inform him of the position in respect 
of the medical relief order. The doctor answered 
that he had thought this a detail which it was 
unnecessary to mention in reporting the death. 
The coroner thereupon offered to go into the witness- 
box in his own court in order to give evidence as to 
what was said when the doctor reported the death 
to him. This somewhat dramatic step, however, 
was not taken. The public is usually satisfied to 
accept a coroner’s plain statement without seeing 
him in the witness-box on oath. In any case, the 
doctor’s omission was admitted and it was not the 
main issue in the case. The coroner did well to 
clear up any doubt as to the effect and duration of 
a medical relief order. Reference was made to 
Article 166 of the Public Assistance Order of 1930. 
This specifies the duties of the district medical officer, 
and in particular directs him to attend duly and 
punctually upon all poor persons within his district 
who require medical attention. It seemed to throw 
no additional light on the point which required 
elucidation. 


Statutory Recognition of Christian Science 


Parliament in 1927 made what it deemed essential 
provision for the registration, supervision, and inspec- 
tion of nursing-homes. As is well known, the 1927 
Act allows the Minister of Health to grant exemption 
to nursing-homes carried on in accordance with the 
practice and principles of Christian Science. Exemp- 
tion appears to be granted on the nomination of a 
Christian Science committee which itself undertakes 
some form of inspection. The exemption cannot 
be cancelled for such misconduct as would forfeit 
the certificate of an ordinary nursing-home: the 
sole ground of cancellation is failure to follow the 
principles of Christian Science. Inevitably this 
privileged position, depriving patients of the full 
resources alike of trained diagnosis and of medical 
or surgical treatment, excites comment. Parliament, 
however, created the exception, and we are all of 
us vicariously responsible for what Parliament does, 
although, as a recent Harrow inquest has shown, 
important opinions may warn us of anomalies. 
A woman of 74 died in a Christian Science house at 
Harrow of cancer of the liver. It did not appear 
that correct professional diagnosis would have 
prolonged her life. The coroner drew attention to 
the favoured position of such houses, and’ the 
evidence of the medical officer of health did not 
fail to indicate the public interest in preventable 
deaths. A point on which the coroner naturally 
required to satisfy himself was whether the patient 
suffered from mental illness, because, while Parlia- 
ment has exempted Christian Science houses from 
registration as nursing-homes, it remains a misdemean- 
our (under Section 315 of the Lunacy Act) to lodge 
a mental patient or an alleged mental patient in an 
unlicensed house. There was evidence that the 
patient had become mentally difficult after a stroke 
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last year. Someone in charge of the house at Harrow 
had told the coroner’s officer that she was “ more or 
less mental”; at the inquest, however, it was 
stated that she was merely confused, that she talked 
normally and rationally, and recognised other people. 
The coroner told the jury that in his view she was 
a person whose mind was not quite sound. The 
jury returned a verdict of death from natural causes. 
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THE NEW SWEEPSTAKES BILL 

In the Public Hospitals Bill, 1933, now published, 
many changes are proposed in the control of hospital 
sweepstakes. The voluntary trustees who have acted 
since the initiation of the sweepstakes are to make way 
for three national hospital trustees to be appointed by 
the Minister for Local Government and Public Health. 
All moneys awaiting distribution are to be put in a 
trust fund in the hands of the national hospital 
trustees, and in so far as the moneys are not required 
to make disbursements they are to be invested in 
trustee securities. The moneys at the moment in the 
hands of the trustees are to be handed over to the 
national hospital trustees to be dealt with similarly, 
The present committee of reference is abolished, 
and a hospitals commission is to be established. It 
is to consist of not less than three ordinary members 
to be appointed by the Minister, who will have power 
to appoint additional members for a specified time 
not exceeding two years. Each member is to be paid 
such (if any) remuneration as the Minister shall from 
time to time direct. Every member of the com- 
mission, for the purpose of performing his duties under 
this Act, may visit the premises of any hospital, and 
shall be entitled to inspect and examine the premises, 
fittings, and equipment thereof, to be furnished with 
full information as to its management and financial 
position, and see and examine all accounts. Among 
the duties of the hospitals commission will be :— 

(a) On their own motion to inquire into, examine, and 
survey generally the hospital and nursing facilities existing 
in Saorstaét Eireann, and to collect, record, and digest 
information in relation to such facilities, the needs of the 


people for such facilities, and the adjustment of such facilities 
to such needs ; 


(6) To investigate and report to the Minister on every 
matter relating to hospital or nursing facilities in Saorstat 
Eireann which is referred to them by the Minister for such 
investigation and report ; 

(c) At the request of the Minister, to make and submit 

to the Minister schemes for the improvement and codrdina- 
tion of hospital or nursing, or both hospital and nursing 
facilities in the whole or any particular part of Saorstaét 
Eireann. 
Grants will be made by the Minister after obtaining 
the advice of the hospitals commission, but he shall 
not be bound by such advice. Grants may be made 
for the purchase of buildings or sites ; the construction 
and reconstruction of buildings ; the purchase of hos- 
pital, nursing, and other equipment ; the endowment 
of hospital activities; and the discharge of debts. 
It is stated that no grant out of the Hospitals Trust 
Fund shall be made or applied for or towards the 
future maintenance of the grantee, but it is hard to 
reconcile this with the clause allowing endowment. 

It is noted that the distinction between voluntary 
and rate-supported institutions disappears in this Bill, 
all funds going into a common pool—the Hospitals 
Trust Fund. The voluntary hospitals are left without 
any guarantee as to the share, if any, which will reach 
them. It is feared that this alteration may interfere 
to some extent with the sale of tickets, as the sweep- 
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stakes can no longer claim to be in aid of definite 
charities, and the names of the hospitals to be bene- 
fited will no longer appear on the tickets. Again, 
the change of trustees may give rise to misgivings, 
for, without expressing any doubt as to the character 
and standing of those to be appointed, there is no 
question that the names of the existing trustees were 
to the purchasing public the chief guarantee that the 
sweepstakes would be straightforward and honest. 


THE SECOND READING 


The study of and debate on the second reading 
of the Public Hospitals Bill have not tended to 
increase the confidence of those interested in the 
voluntary hospitals. The sweepstakes were originally 
promoted by certain of the voluntary hospitals, under 
powers of special legislation passed for the purpose, 
and the entire available surplus of the proceeds was 
the property of the hospitals concerned. A new 
principle was introduced by the Amending Act of 
1931, which provided that one-third of the available 
surplus should be put at the disposal of the Minister 
for Local Government and Public Health for the 
improvement of rate-supported hospitals and similar 
institutions. By this Act the Government of the day 
admitted the principles of relieving the burden of 
taxation by means of public lotteries. This principle 
was carried a step further last year, when the next 
Government thought fit to impose a special tax or 
stamp duty of 25 per cent. of the available surplus. 
In the present Bill, the special tax remains as before, 
but the proportional division of two to one of the 
voluntary hospitals and the rate-supported institu- 
tions disappears. The entire sums will be in a common 
pool, the distribution of which will rest with the 
Minister for Local Government and Public Health, 
who will have the advice and assistance of a hospitals 
commission. Not only will this principle apply to 
future sweepstakes, but it is proposed to apply it 
to the sums accumulated from the last four sweep- 
stakes conducted under the existing law, the available 
surpluses of which have not yet been distributed. As 
these funds accrued from sweepstakes promoted by 
and in aid of certain specified voluntary hospitals, 
the names of which appeared on the tickets, it is hard 
to find any justification for disposing of them 
otherwise than in accordance with the legal conditions 
under which the sweepstakes were held. The Minister 
has given public assurance that there is no intention 
to divert any of the funds, present or future, to 
objects other than the hospitals, but he qualified his 
assurance by adding that the matter would rest in 
the first instance with the hospitals commission. At 
present those interested in the voluntary hospitals, 
while approving of the appointment of a commission, 
are deeply interested in the choice of its personnel. 
Some confusion as to the commission has been caused 
by the appointment of a new committee of reference 
gazetted last week. Under the Bill there is to be, in 
future, no committee of reference, its functions, with 
others much wider, being taken over by the hospitals 
commission. It was assumed, therefore, that the 
committee, which had some weeks ago completed its 
duties in connexion with the sweepstakes referred to 
it, would lapse, but the Minister has now appointed 
a new committee with different personnel. The 
former committee had commanded general respect by 
the thorough and judicious manner in which it made 
its inquiries and recommendations. Its members 
must have learned much by their experience during 
the past two years, and if a committee of reference is 
still required, the reason of a change in the personnel 
is not clear. 
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THE IRELAND 

The Charter Day Dinner of the Royal College of 
Surgeons in Ireland was held in the hall of the College 
last Saturday evening, the president, Mr. Frank C. 
Crawley, being in the chair. Some 70 Fellows and 
guests were present ; among the latter were the Lord 
Mayor of Dublin and the president of the Royal 
College of Physicians of Ireland. The hospital 
problem and the present position of the hospital 
sweepstakes furnished the substance of many of the 
speeches. 
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OBSERVATIONS THE ABORIGINES 

DuRING the past year there have been two 
expeditions to the dry regions of Central Australia, 
which are inhabited by wandering aboriginal tribes. 
The first left Adelaide last August, and was organised 
by the board of anthropological research of the 
University of Adelaide in conjunction with the 
South Australian Museum. A report of its work 
has been given by Dr. J. B. Cleland, professor of 
pathology at Adelaide, in the Medical Journal of 
Australia (March llth, p. 322). Mount Liebig, 
situated 200 miles west of Alice Springs, was selected 
as the site of operations, and preliminary reconnais- 
sance of the area by one of the party secured over 
130 aborigines—men, women, and children. Exper- 
ience of such expeditions shows that contact with 
civilisation and resulting detribalisation results in 
extinction of native tribes, whilst tribes that live 
under natural conditions, still respecting their old 
laws and customs, thrive. This fact is becoming 
generally recognised throughout Australia and Poly- 
nesia, and has been particularly emphasised here by 
Prof. Ratcliffe Brown, a former professor of anthropo- 
logy at Sydney. The expedition has recommended 
that aboriginal reserves should be kept intact or 
even extended or surrounded by a “ buffer area ”’ 
40-50 miles wide. 

The natives were of the Ngalia and Pintubi tribes, 
many of whom had not previously seen a white man. 
They submitted without demur to the various tests. 
Physiological observations on metabolism showed 
that it was necessary to study closely the effect of 
temperature on metabolism before finally drawing 
conclusions, and although the basal metabolism was 
20 per cent. below western European standards, when 
the Benedict formula was applied, body measurements 
showed that the pelidisi computed from sitting and 
standing heights was above normal western standards. 
The pulse-rates of these aborigines may vary from 
as low as 45 in the early morning to 100 at noon, and 
the respiration-rates vary from 10 to 22 per minute 
over the same period. 

Blood-grouping examinations showed, as on previous 
expeditions, that Group B was absent ; of 84examined 
52 were Group A and 32 Group O. 

Pathological investigation revealed that pot belly 
due to gaseous distension was present in all the smaller 
children between the ages of 3 and 9, but after this 
age the condition disappeared. Other abnormalities 
noted were cases of ‘“ boomerang” legs, bilateral 
prominence of the parotid glands, rubber-like soles 
to the feet, enlarged firm (apparently not tuberculous) 
glands of the neck, and a somewhat general absence 
of subcutaneous fat, which however increased during 
their stay in camp. 

The second expedition was essentially physiological 
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in its objects, and was organised by Professor 
Whitridge Davies and Dr. H. 8. H. Wardlaw of the 
department of physiology in the University of Sydney. 
They set out to study the adaptation of the Central 
Australian aboriginal to water deprivation. It has 
been popularly supposed that an adaptation— 
inherited, constitutional, or acquired—has taken place, 
and that these natives can exist for long periods on 
a small fraction of the water necessary for a white 
man under similar climatic conditions. The party 
was supplied with equipment for the estimation of basal 
metabolism and for renal function tests, and a large 
but sensitive balance for the accurate determination 
of water-loss by evaporation from the skin and lungs. 
They arrived at the Lutheran mission station at 
Hermannsburg, about 80 miles west of Alice Springs, 
on Jan. 9th, 1933. The mission superintendent 
provided a stone cottage which afforded suitable 
temporary laboratory accommodation, and observa- 
tions were made upon ten bush natives (Ngalia and 
Pintubi) who had come into the mission from the 
Mount Liebig district, some 150 miles north-west. 
During the first fortnight the average shade tempera- 
tures were maximum 106° and minimum 72°F., 
though this heat caused little discomfort owing to the 
low humidity. During the remaining four weeks 
of the stay at Hermannsburg the average temperatures 
were some 10° lower. Hence the party lacked 
opportunities for observing water-loss by evaporation 
under such extreme conditions of heat and dryness 
as are usual in this region during the summer months. 
It was found, however, that under identical conditions 
of activity and environment, water-loss by evapora- 
tion from skin and lungs was the same, per square 
metre of body surface, for Australian aboriginals 
and white men. Urea-concentration tests showed 
that in the bush natives high concentrations were the 
rule. In one instance a concentration of 4-97 per 
cent. of urea was observed. This seems, however, 
to be an adaptation of the kidneys to water shortage 
rather than a diversion of water to other purposes. 
No evidence of ability to store water in the body 
could be obtained, but as the bush natives had been 
living for some weeks with abundance of water this 
was hardly to be expected. In addition it was not 
possible to make first-hand observations of severe 
water shortage but careful questioning seemed to 
indicate that it is unusual, if not impossible, for a 
native to endure more than 36-48 hours of complete 
water deprivation during the summer months. It is 
hoped that a future expedition may be able to make 
first-hand observations in these matters upon bush 
natives in the more arid regions during the summer 
months, and where the natives will be living under 
their own natural conditions. 





PARIS 
(FROM OUR OWN CORRESPONDENT) 





SHOULD FIRST-AID MEDICAL SERVICES ON THE 
ROAD BE GRATUITOUS ? 


THE precedent established by the Good Samaritan 
-~in the matter of first-aid fees seems to have a firm 
hold on the public imagination. This may some- 
‘times be a little hard on his present-day equivalent 
‘if he happens to be a busy medical man. A fair 
sample of what he may expect is to be found in a 
recent lawsuit discussed in the Sitcle Médical for 
April 15th. The facts of the case are as follows. 


On Sunday, August 2nd, 1931, Dr. Huet was returning to 
Paris in his car when, at 5 P.M., 12 to 15 kilometres from 
Chartres, which he had left behind him, he came on two 
motor-cars which had just collided with each other. The 
occupants of one of them were the Nugous, husband and 
wife, and a grandmother as well as various other members 
of the family. The grandmother was bleeding freely from 
an extensive wound in the right temporal region. Dr. 
Huet stopped his car and attended to the patient’s most 
urgent needs. On the request of Madame Nugou, he 
undertook to transport the grandmother in his own car 
to the clinic of a Dr. Baudin, in Chartres. Dr. Baudin not 
being at home, Dr. Huet proceeded to operate on her, 
ligaturing several arteries, cleaning and sewing up the 
wound. He then took Madame Nugou to the police station 
so that she could make a statement there. The Nugous 
did not merely express their sentiments of gratitude to 
Dr. Huet in general terms ; Mr. Nugou committed himself, 
in a letter written two days after the accident, to an under- 
—— to meet his financial responsibilities. In reply, 
Dr. Huet sent in a bill for 2500 francs to cover not only 
his professional expenses, but also the damage the hzemor- 
rhage had done to his property. A lawsuit followed the 
refusal of the Nugous to pay this bill (the patient herself 
being insolvent). The court of Versailles ordered the 
Nugous to pay Dr. Huet 1000 francs for his professional 
services and 200 francs for the damage to his car. 


LARGE DOSES OF ATROPINE IN PARKINSONISM 


In the Bulletin de Vv Académie de Médecine (1933, 
No. 14) Dr. G. Marinesco and Dr. E. Fagon relate 
that their tests with atropine on the subjects of post- 
encephalitic parkinsonism were prompted by the 
encouraging reports of Dr. Roemer of Wurtemberg. 
They have already treated 16 patients, nine of whom 
suffered mainly from manifestations of parkinsonian 
rigidity, and in all these cases the rigidity disappeared 
almost completely. The results were also most 
encouraging in cases in which tremor was the dominant 
symptom. But it would seem that atropine is more 
effective in reducing rigidity than in arresting tremor. 
A common sequel to this treatment was diarrhwa 
of moderate severity and unassociated with any 
disturbance of the general health. Loss of weight 
was also a common sequel. It was probably due to 
the loss of appetite for which the treatment was 
responsible. The conclusion drawn is that, at the 
present time, atropine is the most effective drug for 
the relief of the symptoms from which the victims of 
epidemic encephalitis suffer after the acute stage 
of the infection. Thanks to this treatment, a 
considerable proportion of the patients can, to a 
certain extent, resume their former lives. 


INTERNATIONAL CONGRESS OF MILITARY MEDICINE 
AND PBARMACY.—The seventh congress will be held in 
Madrid under the patronage of the President of the 
Republic. It opens on Monday, May 29th, remaining 
in session until June 4th; the permanent committee 
will assemble on Sunday, May 28th. The programme 
includes the reading of official reports, the holding 
of scientific discussions, and attendance at demon- 
strations, given at a large number of national and 
public institutions, municipal and private laboratories, 
sanatoriums, clinics, and manufactories, the projected 
activities being very numerous and the official support 
generous. The subjects referred to the congress from the 
Hague for particular discussion include the value of preven- 
tive inoculations, the organisation of surgical measures of 
urgency in outposts, the preparation and conservation of 
rations, and odontological service. Welcome to the congress 
is extended not only to the official delegates of the different 
governments but to all who have been connected in any way 
with fighting administration, and the wives of congressists 
are included in the invitation, which covers attendance at 
fétes, receptions and excursions. The subscription is 
50 pesetas, but only 30 for accompanying ladies and 15 for 
students, to the treasury of the congress, in the Ministry of 
Marine, Madrid. 
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PANEL AND CONTRACT PRACTICE 


Advertising Public Medical Service Schemes 


PROFESSIONAL opinion bans any form of canvassing 
or advertising done for the gain of the individual 
doctor. Whilst it is. quite proper for a doctor to 
approach his own patients with advice to join a 
public medical service scheme, he cannot do this with 
other doctors’ patients. He cannot of course prevent 
his own patients from persuading another doctor’s 
patients to come to him for attendance—this is the 
normal method by which he increases his practice ; 
but he must not instruct these people to go round 
persuading nor should he make them any money 
payments which could be taken to mean they were 
being paid for their persuasive activity. But in 
schemes for public medical service there is an agent 
who goes round collecting subscriptions and who 
is paid by commission on the amount he collects. 
It is therefore to his interest to collect as much as 
possible and to persuade the public to join the service. 
He has, however, to be careful not to persuade people 
to go to any particular doctor ; he must adopt the 
slogan “consult your own doctor.” Herein lies the 
difficulty. This particular doctor may not be a 
member of the service. Naturally he would object 
to some paid agent of a local medical scheme, of which 
for one reason or another he does not approve, 
persuading a private patient of his to obtain treatment 
under this scheme presumably by another doctor. 
The alternative for him would be to join a service 
he does not like, in order to keep such patients under 
his care. To deal wth this situation the council 
of the British Medical Association have advised 
the next representative meeting that provision should 
be made whereby patients paying their contributions 
to such a service may (like the ‘“‘own arrangers ” 
of the national insurance scheme) receive payment 
toward the discharging in part or in full of the 
accounts they receive from non-coéperating prac- 
titioners. In order, however, to make even this 
fair in any given locality it is obvious that the 
promulgation of a scheme of public medical service 
must be approved by the local profession in that area 
as being in the public interest, and not some arrange- 
ment for the benefit of a group of local practitioners. 
The B.M.A. council suggest the following rules as 
desirable to avoid the stigma of canvassing or 
advertising :— 

1. The public medical service must be approved by the 
profession in the area as being in the public interest, a 
decision to this effect to be taken by a specially summoned 
meeting of the local profession. 

2. The service may be advertised but not any individual 
practitioner. 

3. Membership of the service must be open to any local 
registered medical practitioner. 

4. Subscribers electing to choose non-coéperating prac- 
titioners can receive payment towards the discharge in 
part or in full of their medical accounts. 

5. All prospective subscribers when approached are 

advised to consult their own doctors, the phrase “‘ consult 
your own doctor’’ to appear on all propaganda of the 
service. 
Such rules are designed to make it clear that the 
advertisement is in the interest of the public, and not 
to the advantage of the individual practitioner— 
a principle which is used to justify the advertisement 
of hospitals, spas, and all kinds of clinics. 


Overcost in Dundee 
The insurance committee for Dundee have issued a 
letter to practitioners on their list drawing attention 
to “the great danger threatening the stability of the 
insurance medical service.”” In Dundee the average 


cost per illness is 5s. 6d. above the average of the four 
great burghs and almost 8s. above the average for 
Scotland. Statistics show that the average duration 
of certified illness in Dundee is 29-8 days. In the 
practice of the 16 eut of 59 practitioners whose 
unit of certificated duration is more than 29-8, 
the average number of days of incapacity per 
person was also considerably larger, as well as the 
number of persons certified “ unfit for work ’’ who 
on being referred to a regional medical officer for 
examination were certified fit or who signed off 
before being examined or failed to attend. The 
medical benefit subcommittee state that the cost to 


. insurance funds per 100 persons ranges in Dundee 


from £12 to £93, the larger figure being £49 in excess 
of the average cost of £44 per 100. The importance 
of such individual items may be judged from the 
total overcost shown in the experience of ten prac- 
titioners—viz., £342, £220, £170, £148, £425, £209, 
£224, £194, £325, £106; total £2363. Of these ten 
practitioners four are at the top of the list of cases 
certified as not incapable upon reference to the 
R.M.O., the pereentage being 57 to 66 against an 
average for the town of 45. The figures illustrate 
the need for careful scrutiny by someone of all 
certificates issued to insured persons. 


Private Patient on a Partner’s List 

The Essex insurance committee has dealt with a 
case of somewhat exceptional character in which fees 
had been paid for medical attendance and treatment. 
According to the report of the medical service sub- 
committee, it seems that an insured person entitled 
to medical benefit under the Act obtained private 
treatment from a doctor on the insurance panel, while 
her name was on the list of insured persons accepted 
by one of the doctor’s partners. The fees covered the 
period from March, 1930, to June, 1931, and amounted 
to over £16. It was stated that the committee had 
no power to call upon a doctor to refund fees paid for 
treatment given in a private capacity, and the 
subcommittee was therefore not able to recommend 
even a formal investigation inte the facts. While it 
was not disputed that the person concerned did 
desire the doctor to attend her as a private patient, 
his conduct was open to criticism as the treatment 
should have been given by him for and on behalf of 
his partner in the capacity of deputy. It is of course 
of frequent occurrence for a patient entitled to free 
treatment to prefer to pay privately for medical 
attendance, and it is usually held that such a patient 
may be charged by an insurance doctor, although 
before doing so the doctor would be wise to get a 
signed statement making it clear that the insured 
person knows that free treatment can be had if 
desired. But such a patient must not be on this 
doctor’s list, or he would be receiving fees twice from 
the same patient ; nor must the patient be unallo- 
cated, that is, on nobody’s list, for in that case the 
insurance doctor treating will be paid his proportion 
for such unallocated people at the end of the year ; 
nor must the person have come newly into the area 
from over two miles away, for in that case no insurance 
doctor is really available as the doctor named on the 
medical card would be too far away. The only person 
who can safely be charged thus is one who has another 
insurance doctor living within two miles, and who has 
accepted the patient before this private treatment 
began. A further condition is that under no circum- 
stances must it be suggested that the treatment given 
privately is better than that one can give under the 
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Act. The patient may still prefer it for the greater 
freedom in time of attendancé and the supply of 
medicines. In the Essex case, however, another 
factor remains to be considered. The patient being 
on a partner’s list it is presumably a fact that the 
partnership is receiving her insurance fees; the 
partner who charged for private treatment was thus 
causing the patient to pay his firm twice over for the 
treatment of her case, as well as being paid himself 
twice too. Regulations provide that an insured person 
must choose one doctor of the firm and not the firm 
itself, the reason being that the insurance committee 
require some one person to be responsible for treat- 


ACTION OF RADIUM AS SEEN IN THE PELVIS 
To the Editor of Tue LANCET 


Str,—In to-day’s issue of THe Lancer Dr. B. 
Davidine Pullinger emphasises the views expressed in 
a paper published by her last year in the Journal of 
Pathology and Bacteriology. Her conclusions are that 
neither the direct or indirect action of radium is 
elective and that the apparent selection can be 
accounted for by the concentration of dose on a 
tumour and the greater vulnerability of its blood- 
supply. 

The statements of fact as related by Dr. Pullinger 
and the photomicrographs are of course beyond 
controversy ; they are a true and accurate descrip- 
tion of what the microscope reveals. But Dr. 
Pullinger’s interpretation of these facts, her deduc- 
tions and conclusions, are quite unacceptable and 
do not agree in the least with clinical findings. 
May I be permitted to state briefly why this negation 
of selectivity of action of radium on malignant 
growths is far from the real story of the effects of 
radiation ? 


1. Lipomata, adenomata, cysts, hernial sacs containing 
omentum, have been irradiated by me in a manner identical 
to that used for the treatment of malignant tumours. The 
changes in the blood-vessels were as described by Dr. 
Pullinger, varying in degree with the physical factors of 
the irradiation, but neither the benign tumours nor normal 
structures were affected in any degree; moderate fibrosis 
occurred but never disappearance of the tumour or omentum 
in a hernial sac. 

2. Very large masses of lymphosarcoma and large lympho- 
epitheliomata have been made to disappear in as short a 
time as 24 to 72 hours (numerous personal observations 
confirmed by careful eminent observers) long before the 
appearance of erythema or any microscopical evidence of 
bined -veabal changes. This remarkable dissolution and 
absorption’ of malignant growths of a certain type contrast 
vividly with the slower melting of such masses as carcino- 
matous glands, and is clinical evidence of selectivity of 
action. 

3. In certain types of bone sarcoma (proved periosteal 
sarcoma) numerous large secondary deposits in both lungs, 
plainly visible in ry any: opaguettes in toto after 
irradiation without the least clinical or X ray evidence of 
fibrosis, necrosis, or any obvious changes in the lungs 
themselves. In these cases irradiation was from external 
application only and the whole of both lungs and medias- 
tinum were submitted to radiation of the same intensity, 
so that Dr. Pullinger’s explanation that the difference of 
effect is accounted by the fact that most of the radiation 
is concentrated on the tumour does not hold good. 

4. Radiation has in certain cases produced metaplasia 
and transformed a periosteal sarcoma into an osteoma, 
without necrosis, caries, or sequestration, as might be 
expected if Dr. Pullinger’s contention is true. 


These few observations, amongst a good deal of 
other evidence, are instances that radiation has 
different effects not only on normal and cancerous 
tissues but also on different types of neoplasms. 
Dr. Pullinger’s theory refutes the very essence of 
radio-sensibility and radio-resistance. It offers a 
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ment ; but it can hardly have been intended that as 
a result of this regulation a patient could go on the 
list of Dr. A, be treated privately by his partner 
Dr. B, atid pay the charges for this treatment while 
remaining entitled to free treatment from Dr. A. In 
the case quoted the insurance committee’s hands 
seem to have been tied because the patient asked to 
be treated privately ; but had she demanded treat- 
ment as an insured person, certainly no fees would have 
been legitimate if she had received treatment from a 
partner of the doctor on whose list she was. Some- 
thing more is likely to be heard of the point in 
question. 


CORRESPONDENCE 


simple and attractive explanation supported by a 
careful selection of graded histological pictures. 
But if this is the whole explanation of the effects 
of radiation why does an epithelioma of the skin 
behave differently to a rodent ulcer when submitted 
to radium ? Why do we attach so much importance 
to the site, extent, histological type, and nature of 
the stroma of new growths in the selection of suitable 
treatment ? How is it that with an accurate tech- 
nique a colossal dose of radiation can be given to 
a diffuse brain tumour with the utmost confidence 
that normal brain tissue will not be damaged. No 
one denies that normal tissues can be damaged with 
radium; the damage at times is an_ inevitable 
concomitant of the treatment, which, however, can 
be controlled in great measure by screenage, distance, 
intermittency of radiation, variation of wave-length, 
and so forth; one is also fully aware that delayed 
necrosis occurring months or even years after radia- 
tion is due to a progressive obliterative arteritis, 
but there is not a shred of evidence that the damage 
to the vascular supply is the essence of the effect of 
radiation on cancer. The very factors which call 
for experience in the treatment of cancer by radiation 
show the variation of effects on cancerous and non- 
cancerous tissue. Selectivity of action can be 
enhanced by delicate and accurate technique, but 
without a natural selectivity radiation would have 
little advantage over the red-hot poker or vitriol. 
Such a comparison is to-day admittedly ten years 
behind the times.—I am, Sir, yours faithfully, 


STANFORD CADE. 
Harley-street, W., April 29th, 1933. 


HISTAMINE IN RHEUMATISM 
To the Editor of THE LANCET 


Str,—I am interested to read your annotation 
(p. 920) as for the past two years I have been giving 
this form of treatment in various types of rheumatism. 
The suggestion came to me as an outcome of research 
work on capillary circulation and histamine response 
by Mr. Woodmansey and myself (see THE LANCET, 
1932, ii., 620), and the growing recognition of a 
direct or indirect connexion between defective 
peripheral circulation and the rheumatic syndrome. 
Of the various methods tried electrophoresis proved 
the most convenient, and once the dosage and other 
conditions had been determined the patients were 
given the treatment at the Royal Baths, Harrogate, 
the solutions being dispensed from the laboratory. 

Material was being collected for the publication 
of a paper, but for the benefit of others working on 
similar lines it may be said at once that in the main 
the results described are confirmed by our work. 
Like Deutsch I would stress the importance of 
correct technique, for the treatment even electrically 
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performed is one requiring experience and should 
not be prescribed without proper supervision. Observa- 
tions were made in a series of cases on mouth 
temperature, external temperature of the limb on 
which the anode was placed, pulse-rate, and blood 
pressure. For the skin temperature a special thermo- 
couple was used. It was found that body tempera- 
ture rose about 1° F., whilst the skin temperature 
increased considerably. The pulse was almost invari- 
ably slowed. The blood-pressure changes varied 
with the dosage. Flushing of the face and the parts 
of the skin usually exposed can always be produced. 
Increasingly large dosage produces intense basal 
headache, followed by dizziness and blurring of 
vision which are transient. 

My experience does not agree with the statement 
that histamine is only of value in the treatment 
of muscular and articular rheumatism and not in 
gouty arthritis. Gouty and osteo-arthritic changes 
of the small joints have shown good results. Marked 
hypertension or hypotension is not a contra-indica- 
tion if electrophoresis is used. The duration of the 
effect of histamine treatment is variable. Muscular 
conditions show the most lasting benefit. Joints 
apparently relapse in 3-6 months’ time, but a small 
percentage are after 18 months apparently free 
from symptoms.—I am, Sir, yours faithfully, 

Harrogate, April 29th, 1933. A. A. Bisset. 


To the Editor of THE LANCET 


Srr,—Will you permit me to make a few remarks 
about your annotation under the above heading 
in last week’s issue? Thiol-histamine was introduced 
in this country as a remedy for rheumatism about 
13 years ago. The drug has been in constant use 
since, and is well suited to quickly combat the signs 
presented, by neuritis in particular, when injected 
intramuscularly in 1-3 mg. doses. The compound 
occasions less constitutional disturbance or shock 
than histamine because the addition of the sulphur 
atom lessens the electro-valent action of the amino 
group in the chain upon which the action of histamine 
primarily depends. The rationale of adding sulphur 
is the same as that of adding a chlorine atom to 
di-chlor-ethyl-sulphide, which renders mustard gas 
less toxic. The sulphur atom is free to take up 
any position in the molecule it chooses as is the 
chlorine atom in acetyl choline. 

A study of the action of invaders in general 
suggests that the signs and symptoms accredited to 
the formation of a histamine-like substance are 
really secondary to the abnormal chemico-physical 
changes to which the protein particles in the plasma 
are subjected. This view simplifies the subject 
because it makes the action of histamine fall into 
line with that of other chemical and even physical 
agents. The action of histamine and all shock- 
producing compounds is fundamentally the same 
as that of preparations which occasion what is 
called protein shock. When success follows their 
use it is due to the area of the host’s resistance 
being increased by the dispersion which results from 
the breaking up of the hydrated protein particles. 

I am, Sir, yours faithfully, 


J. E. R. McDonaecu. 
Wimpole-street, W., April 29th, 1933. 


MONGOLISM IN TWINS 


To the Editor of THE LANCET 


Str,—The fact that all bimongoloid births are 
homosexual and, further, that some may be binovular 
had certainly not “evaded my notice,”’ as Dr. Crook- 
shank suggests in his letter. The former fact can 
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be seen in a glance at Table II. of my note, and I 
emphasised the possibility that some of the bimongo- 


_ loid births described may have been binovular. The 


ultimate test, as pointed out by Dr. Crookshank (“ The 
Mongol in out Midst,” p. 335), is adequate examina- 
tion of the secundines. This has been done, I 
believe, for the first time in any bimongoloid birth 
in the case described, and has shown this very 
point—viz., that bimongoloid twins may be binov ular. 
This, and not their statistical import on which Mr. 
Jennings trips me up, was the justification of my 
note. 

I must apologise if I seemed to suggest that Dr. 
Crookshank states atavism to be a “cause” of 
mongolism. I gave his book as a reference for 
study of the subject from an ethnological standpoint 
of which he gives such a masterly account. 

I am, Sir, yours faithfully, 
P. M. G. Russet. 


University College Hospital Medical School, 
London, W.C., April 27th, 1933. 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 
Surg. Lt. F. C. M. Bamford to be Surg. Lt.-Comdr. 
The following appointments are notified: Surg. Lts. 
W. R. S. Panckridge to Victory for R.N. Infirmary, Ports- 
mouth; and A. D. Sinclair to Hood. 


ROYAL NAVAL VOLUNTEER RESERVE 
Surg. Sub-Lt. F. W. Baskerville to be Surg. Lt. 


ROYAL ARMY MEDICAL CORPS 
Maj. G. H. Stack is placed on the half-pay list on account 
of ill- — 
Lt. A. N. T. Meneces to be Capt. 
om Pp Douglas to be Lt. (on prob.). 


ARMY DENTAL CORPS 
E. Howell to be Lt. (on prob.). 


TERRITORIAL ARMY 

Lt.-Col. H. F. Wilkin retires and retains his rank, with 
permission to wear the prescribed uniform. 

Capt. J. L. Turpie resigns his commn. 

Lt. R. H. Tootill to be Capt. 

D. A. Langhorne (late Lt. R.A.M.C.) to be Lt. 

Supernumerary for service with O.T.C.—Lt. J. P. Raban 
to be Capt., supern. for service with the Med. Unit, Univ. 
of Lond. Contgt., Sen. Div., O.T.( 


TERRITORIAL ARMY RESERVE OF OFFICERS 
Capt. J. M. Wyatt having attained the age limit relin- 
quishes his commn. and retains his rank. 


INDIAN MEDICAL SERVICE 

Lt. (on prob.) D. Datt to be Capt. (prov.) (on prob.). 

To be Capts. (on prob.): Pritam Varialsingh Karam- 
chandani, Ratan Kumar Misra, and Kashi Ram Sahgal, 
from I.M.S. (T.C.). 

To be Lts. (on prob.): J. White, H. 
O’Donnell, F. C. Leach, and W. W. 

Lt.-Col. R. F. Steel retires. 


ROYAL AIR FORCE 
The undermentioned Flying Officers are promoted to 
the rank of Flight Lieutenants: A. M. Weston and V. H. 


Tompkins. 
DEATHS IN THE SERVICES 

Lt.-Col. Malachi O’Dwyer, late I.M.S., who died in 
London on April 21st, at the age of 76, was the son of 
Mr. John O’Dwyer, of SBarronstown, Tipperary. He 
received his medical education at Meath and St. Mark’s 
Hospitals, Dublin, and was a medical exhibitioner at 
Trinity College, where he qualified in medicine and surgery 
in 1877, and obtained the L.M.R.C.P.1. in the same year. 
He was only 21 when he entered the Indian Medical Service 
in open competition, and in 1879 was serving in the second 
Afghan War. Subsequently he acted as civil surgeon at 
Nowshera and at Peshawar. While in the Jail Department 
in 1884 he was incapacitated by severe sunstroke. Later, 
however, he was civil surgeon at Jullunder and Kangra, 
and retired in 1898, but during the late war he did useful 
intelligence and telegraphic work. He is survived by a 
son and a daughter. 


Ledgard, T. F 
abe Rome 
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OBITUARY 


SIR ARTHUR WHITELEGGE, K.C.B., M.D., 
F.R.C.P. Lond., D.P.H. 


Sir Arthur Whitelegge, who died at his house in 
Kensington on April 25th, was one of the early 
sanitarians, an eminent medical officer of health who 
raised the standard of that office. Son of Henry 
Whitelegge, of Tideswell, Derbyshire, he was born 
in 1852 and educated at the Tideswell Grammar 
School, going on to University College, London, where 
he took a science degree in 1874, qualifying in 
medicine two years later, and proceeding to the 
highest distinctions in medicine and public health. 
For 20 years after qualification he had a varied 
career in public health administration. He was in 
charge of beds at 
St. Pancras small- 
pox sanitarium and 
Sheffield fever hos- 
pital before becom- 
ing medical officer 
of health for 
Nottingham in 
1884 and for the 
West Riding of 
Yorkshire in 1889. 
In these two dis- 
tricts he first 
developed views on 
the periodicity of 
epidemics—the 
weekly wave, the 
annual seasonal 
wave, the increase 
and decline of both 
prevalence and 
severity, the 
secular wave— which he propounded in_ his 
Milroy lectures of 1893 at the Royal College of 
Physicians of London. In 1894 he became chief 
sanitary officer of the West Riding rivers board. 
While still in the north he was invited to lecture on 
hygiene and public health at Charing Cross Hospital 
medical school. The main work of his life for which 
these offices were so sound a preparation began in 
1896 with his appointment as chief inspector of 
factories and workshops. 

At the Home Office Whitelegge did some more 
pioneer work, for he was, Sir George Newman writes, 
“the man who established intimate relationship 
between the factory medical service and the public 
health service. He had seen much of factory work 
in Nottingham and in the West Riding and under- 
stood its relation to national health. No one who 
remembers his reports to the Home Office will forget 
the new spirit which he introduced. My first intimate 
knowledge of him and his ways of work came to me 
through those brilliant reports and their transforming 
power. They were built upon an intensive review of 
the facts, but they also revealed a new and con- 
structive approach. It is exceptional for a medical 
officer to occupy this high administrative post, and 
it has its great advantages, and no doubt also some 
disadvantages. But in his exceptional case it gave 
fuller understanding and something of orientation to 
the whole public health, as well as to industry. 
Employers and employed learned to rely upon him. 

“Soon after he went to the West Riding he 
produced his famous little text-book on Hygiene 
and Public Health. It was one of the bright red 
manuals in Cassell’s series, and I recall the elegant 
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woman student who matched her hat by carrying the 
book about with her. She became known as ‘the 
lady with the white leg and the red hat.’ The book 
ran through 17 editions, and was used by generations 
of students reading the subject. Like others, I had 
read it for examination purposes, and my surprise 
may be imagined when Whitelegge one day in 1904 
called on me to ask if I would be his partner in the 
production of its subsequent editions, a codperation 
which lasted 15 years. He was an extremely pleasant 
and genial partner, but not easy-going. Every 
sentence must be ‘vetted.’ In the early days we 
went, rather laboriously, over the proofs together, 
always worrying over two points. First, is this quite 
accurate ? and secondly, can it be expressed in fewer 
words ? Our mutual fallibility and eloquence was 
therefore severely pruned. The game resolved itself 
not infrequently into a species of cross-word puzzle. 
Our mutual friend Shirley Murphy was a critical 
onlooker. In later years Whitelegge used to call 
the book ‘ benighted.’ He was fond of mild puns. 
As he became more conservative the colour of the 
book embarrassed him. 

“ Whitelegge lived to a good old age, but his spirit 
remained young, alert, and active to the end. 
Though cautious and prudent he was always ready to 
appreciate and even welcome new ideas, even though 
they might not entirely accord with the old. He 
was strongly in favour of the introduction of a factory 
medical service (including women inspectors of 
factories), the school medical service, health insurance, 
and industrial welfare work, and he lent his wisdom 
and experience in all four movements. But, like 
some others, he would have desired a slower and 
more conservative development, which would have 
provided an effective coérdination with the public 
designs of the past. He went, in the English way, 
from precedent to precedent, but he made the new 
precedent meet the needs of the new time. He liked 
to see gradual growth and the adaptation of that 
which existed. He was a supporter of the old 
Epidemiological Society, keenly interested in the 
expansion of exact knowledge and thorough medical 
inquiry. His mind was orderly and worked in 
systematic ways, for there was nothing erratic or 
untidy about his methods of procedure. Even his 
handwriting and the arrangement of his letter- 
writing and official minutes were characteristic. 
They were succinct, persuasive, rational, and their 
deductions were fair, valid, and therefore acceptable. 
Thus he made an almost ideal civil servant, loyal to 
the principles of his department, modest and prudent 
in effacement. He trod the concealed path, but 
always with wisdom, confidence, good humour, and 
integrity, a true builder and a foreseeing architect. 
Though critical of himself and his workmanship, 
he was lenient to the mistakes of others; though 
full of the spirit of curiosity, and the Greek desire 
‘to know,’ he was not inquisitive ; and though he was 
what would be called reticent, he was also reverent, 
and in particular on the deeper mysteries of life. 

*“Whitelegge belonged, in his sphere, to the master- 
builders, Chadwick, Simon, Farr, Tatham, and 
Murphy. He shared their competence, ability, and 
wide learning, but his reliability, patience, and 
character had greater effect even than his skill and 
execution. He was always there, a firm rock in the 
background—no airs, grimaces, or swank, no tale- 
bearing or detraction—a solid trustworthy man of 
high principle, good-willed as well as strong-willed, 
an example to us all.” 
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Sir Arthur Whitelegge married in 1885 Fanny 
Marian, daughter of the late John Callecott Horsley, 
R.A., who with their two sons survives him. 





DAVID SHANNON, M.B. Glasg., F.C.O.G., D.L. 


Dr. Shannon was president of the British Congress 
of Obstetrics and Gynecology when it met at Glasgow 
in 1931, and his death at the early age of 56 will 
be widely regretted. To his colleagues in general 
he was perhaps particularly known in connexion 
with the teachings of the Glasgow school on con- 
tracted pelvis and disproportion, but as a practising 
gynecologist also he had a reputation far beyond 
his own city. Almost his whole life was nevertheless 
spent in Glasgow—except for the interruptions 
caused by two wars. He was born in Greenock, 
the son of James Shannon, and was still a Glasgow 
student when the South African war broke out, 
and he volunteered for service. In due course he 
became chief ward-master in the Scottish National 
Red Cross Hospital in South Africa, and was later 
attached to a field ambulance. Returning to Scotland 
he graduated in 1901 and set himself to acquire a 
wide experience of his specialty, both in Glasgow 
and in London, Berlin, and Dublin. Armed with this 
experience he joined the staff of the Royal Maternity 
Hospital and the Royal Samaritan Hospital for 
Women, and began his teaching work as assistant 
to the professor of midwifery at Anderson’s College. 
In 1911, when only 35, he was given charge of wards 
at the Royal Samaritan, and in 1925, when this 
hospital was enlarged, he found himself at the head 
of the biggest clinic of its kind in the kingdom. 
Meanwhile, however, he had seen further military 
service abroad. For several years before the war 
he was attached to the 2nd Lowland Field Ambulance, 
and he proceeded with this unit to the Dardanelles 
and afterwards to Egypt, Palestine, and Salonika. 
At the end of the war he held the rank of major, 
and in 1921 he was promoted lieutenant-colonel in 
the Territorials. Later, in 1926, he was appointed a 
deputy-lieutenant for the county of the city of 
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Glasgow, of which he was also a justice of the peace. 
In the same year he became the first Royal Samaritan 
lecturer in gynecology, and at the time of his death 
he was lecturer in clinical obstetrics in the University. 

Dr. Shannon’s widow, Mrs. Edith Shannon, is 
also a member of the medical profession. 


RICKARD WILLIAM LLOYD, M.R.C.S. 

Dr. Rickard Lloyd, who died on April 24th after 
an operation, was in his 75th year. He was the son 
of Major Edward Lloyd, and was born at Gibraltar 
in 1859. He was educated at the Bedford Modern 
School, whence he proceeded to St. Bartholomew’s 
Hospital, and qualified as M.R.C.S. Eng. in 1880, 
and L.R.C.P. Edin. three years later. After holding 
house appointments at the St. Peter’s Hospital for 
Stone and the West London Hospital, he became 
anesthetist at the latter, and later dental anesthetist 
at Guy’s Hospital. Rickard Lloyd always remained a 
general practitioner in the West Kensington district, 
but most of his time was given to the administration 
of anesthetics, especially at the West London Hospital 
and in connexion with the honorary staff of the 
institution. He was associated almost from the 
beginning with a scheme of that forceful character, 
the late Charles Keetley, for forming a complete 
teaching school round the hospital, and this, though 
it never materialised in the way planned by the 
originator, was the foundation of the West London 
Post-graduate College, while the hospital became the 
centre of the West London Medico-Chirurgical Society. 
Lloyd lectured regularly on anesthetics at the college, 
and was an energetic member of the society, which he 
served as president for two years. 

As a young man Lloyd was a considerable athlete, 
rowing, swimming, and cycling being his regular 
recreations. In later life he developed a taste for art, 
and became interested especially in old pictures, 
writing a short book in which he put out certain 
theories for the detection of the work of early artists. 
He died unmarried. His younger brother, Dr. F. G. 
Lloyd, predeceased him by three years. 


PUBLIC HEALTH SERVICES 


The Preschool-child 

AT a recent conference of women public health 
officers discussion turned on codperation between 
the school medical service and the service for mothers 
and infants. The opening speaker remarked that 
children under 5 in need of treatment may have to 
sit for hours in a crowded out-patient department 
of a hospital, and then have their names put on a 
long waiting-list. The solution suggested was to add 
a départment for the treatment of preschool-children 
to the school treatment centre. The difficulty in 
securing treatment for the preschool-child is no 
doubt real, though by no means universal. Many 
authorities have made the school clinics available 
for special defects, such as squint, tonsils, and 
adenoids; others for teeth also, and yet others for all 
ailments and defects. It is for some of the special 
defects that the use of the school clinics is particularly 
necessary ; for instance, it is of great importance 
that squint should be treated early, since in this way 
full vision may be preserved ; whereas if treatment 
is not obtained till well on in school life it is too 
often found that the squinting eye has become 
permanently amblyopic through disuse. Similar 
arguments apply to running ears and certain other 
defects. These conditions are just the ones which 
need special experience or special apparatus not 


. reorganised municipal general hospitals. 


always possessed by general practitioners. Other 
ailments are probably best treated by the family 
doctor, but foster parents are sometimes known to 
be deterred from paying for medical care because 
they do not receive adequate regular remuneration 
from the parents. If the parents or foster parents 
cannot afford private medical care they have open 
to them treatment at the voluntary and the newly 
Cases of 
difficulty and delay cannot be very common, and they 
would be obviated altogether if the school clinics or 
other arrangements made by the school medical 
service for the treatment of tonsils and adenoids 
were thrown open to preschool-children, for it is 
mainly with these conditions that general hospitals 
have a long waiting-list. For conditions such as 
malnutrition and for skilled supervision and advice 
there are the infant welfare centres. Probably the 
best solution is a closer liaison between the infant 
welfare authorities, the family doctor, the municipal 
hospitals, and the school clinics. With such a system the 
pressure on the voluntary hospitals would be lessened. 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
APRIL 22ND, 1933 
Notifications.—The following cases of infectious 
disease were notified during the week :—Small-pox, 
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18 (last week 14); scarlet fever, 1732; diphtheria, 
645 ; enteric fever, 26 ; acute pneumonia (primary or 
influenzal), 1015; puerperal fever, 29; puerperal 
pyrexia, 116; cerebro-spinal fever, 39; acute polio- 
myelitis, 3; acute polio-encephalitis, 3; encephalitis 
lethargica, 8; dysentery, 14; ophthalmia neona- 
torum, 72. No case of cholera, plague, or typhus 
fever was notified during the week. 

The number of cases in the Infectious Hospitals of the 
London County Council on April 25th—26th was as follows :— 
Small-pox, 58 under treatment, 1 under observation (last 
week 48 and 3 respectively) ; scarlet fever, 1604 ; diphtheria, 
1576; enteric fever, 14; measles, 326; whooping-cough, 
529; puerperal fever, 24 (plus i _babies) ; encephalitis 
lethargica, 231; poliomyelitis, 2; ‘‘ other diseases,’ 319. 
At St. Margaret’s Hospital there were 19 babies (plus 
10 mothers) with ophthalmia neonatorum. 
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Deaths.—In 118 great towns, including London, 
there was no death from small-pox, 2 (1) from enteric 
fever, 45 (2) from measles, 6 (1) from scarlet fever, 
17 (5) from whooping-cough, 32 (8) from diphtheria, 
29 (7) from diarrhoea and enteritis under two years, 
and 51 (9) from influenza. The figures in parentheses 
are those for London itself. 

Coventry reported a death from enteric fever. Thirteen 
fatal cases of measles occurred at Liverpool, 5 at Newcastle- 
on-Tyne, 4 at Nottingham, each 3 at Birmingham and 
Cardiff. Manchester reported 3 deaths from whooping- 
cough. Diphtheria accounted for 4 deaths at Manchester, 
3 at Liverpool. 


The number of stillbirths notified during the week 
was 289 (corresponding to a rate of 46 per 1000 total 
births), including 44 in London. 


MEDICAL NEWS 


University of Cambridge 
At recent examinations the following candidates were 
successful :— et 
D.M.R.E. 


Part I.—S. 8S. Alam, Alexander Cawadias, William O’Neill, 
Mohan Singh, and P. J. oa. 

— I1.—J.8. Austin, L. R. B. Birt, L. G. Blair, H. J. Davies, 
Cc. C. Divanji, Isedor Fine, Macher McWhirter, W. W. Main, 
R. F. May, R. J. L. O’Donoghue, R. F. Phillips, E. J. Rawnsley, 
E. H. Shawcross, William Sowerby, J. Z. Walker, and 
B. W. “Windeyer. 

On eae 29th the following degrees were conferred :— 

M.D. E. Semple. 

M.B, © BChir. ie ot Beilby, R. W. C. Murray, E. D. Ward, 


and 5 Jae W. Price. 
M.B.—*R. O. Lee, R. A. Ratcliff, and C. J. K. Hamilton. 


* By proxy. 





Royal College of Physicians of London 


At a meeting of the —“y > held on April 27th, with Lord 
Dawson, the president, in the chair, the following members 
were elected to the Fellowship :— 


Robert Alexander Gibbons, M.D. Edin. (London); Arthur 
Douglas Heath, M.D.Lond. (Birmingham); Julius Meyer 
Burnford, M.B. Lond. (London); Herbert Chavasse Squires, 
C.M.G., M.D. Oxf. (London); Sir Robert Stanton Woods, 
M.D. Lond. (London) ; Frank Clayton, M.D. Camb. (Leam- 
ington); Elkin Percy Cumberbatch, M.B. Oxf. (London) ; 
Bernhard Ehrenfried Myers, C.M.G., M.D. Edin. (London); 
William Rees Thomas, M.D. Lond. (London) ; Joseph le Fleming 
Coy Burrow, M.B. Edin. (Leeds); Edmund Walter Neill 
Hobhouse, M.D. Oxf. (London); John Cadman Tull, M.D. 
McGill (Singapore); Tom Watson Wadsworth, M.D. Liverp. 
(Liverpool); Joseph Wilkie Scott, M.D. Glasg. gg RE : 
Egerton Llewellyn Pope, M.D. McGill (Edmonton, Alberta) ; 
William Siegfried Dawson, M.D. Oxf. (Sydney); Geoffrey 
Barrow Dowling, M.D. Lond. (London); Theo Jenner Hooper 
Hoskin, M.D. Camb. (London); Frederick Greig Hobson, D.S 
M.D. Oxf. (Oxford) ; Matthew Sydney Thomson, M. D. Camb. 
(London); Cecil Charles Worster-Drought, M.D. Camb. 
(London): Arthur Griffith Maitland-Jones, O.B.E., M.C., 
M.D. Lond. (London); Harold Esmond Arnison Boldero, 
M.D. Oxf. (London); Gerald Tyler Burke, M.D. Lond. 
(Lucknow); Charles William Buckley, M.D. Lond. (Buxton) ; 
Charles Keith Johnstone Hamilton, M.C., M.B. Oxf. (London) ; 
Arthur Arnold Osman, D.S.C. (London) ; Leslie Barrett Cole, 
M.D.Camb. (Cambridge); James Livingstone Livingstone, 
M.D. Lond. (London); Samson Wright, M.D. Lond. (London) ; 
Wilfrid Percy Henry Sheldon, M.D. Lond. (London) ; Hugh 
Barber, M.D.Lond. (Derby): Claude Wilson, M.D. Edin. 
(Tunbridge Wells); William Fletcher, M.D.Camb. (London) ; 
Sydney Wentworth Patterson, M.D. Melb. (Ruthin Castle) ; 
Thomas Arthur Ross, M.D. Edin. (Penshurst); Alexander Mills 
Kennedy, M.D. Glasg. (Cardiff) ; Kenneth Shirley Smith, 
M.D. Lond. (London); George Frederick Buc nee. M.D. Glasg. 
(London); Edward Charles Dodds, M.V.( M.D. Lond. 
(London); Arthur Cecil Hampson, } M.C., M.D. Sais, (London) ; 
James Alison Glover, O.B.E., M.D. Camb. (London); Lionel 
Ernest Howard Whitby, C.V.0., M.C., M.D. Camb. (London) ; 
Sheldon Francis Dudley, O.B.E., M.D. Lond. (Chatham); and 
Richard Robertson Trail, M.C., M.D. Aberd. (Midhurst). 

Sir Robert William Philip, M.D. Edin. (Edinburgh) and 
Captain Stewart Ranken Douglas, F.R.S. (London) were elected 

ellows under By-law XXXVIII (b). 

The following candidates were admitted members of the 
College :— 

Arthur Doyne Courtenay Bell, M.B. Oxf. ; George William 
Bray, M.B. Sydney ; John Rennie Braybrooks, M.B. Oxf. 
Fm Ritchie Gilmour, L.R.C.P.; Gopal Haridas, L.M. 3? 

Singapore ; Henry Albert Harris, M. "B. Lond. ; Gordon Barrett 
Mitchell Hegss, M.D. Lond ; Eric Boxall Jackson, M.B. Lond. 
James Balfour Kirk, M. B. Edin. ; Gordon Ormsby Lambert, 
M.D.Camb.; Paul McGregor Moffatt, M.B. Lond. Alfred 
Patrick Menzies Page, M.B. Lond. ; Francis Edward Pilkington, 
L.R.C.P.; Joseph Alexander Purser, M.B. Melb.; Ursula 
Shelley, M.D.Lond.; Indar Singh, M.B. Punjab; Brian 


Stanley, M.B. Lond. ; William George Adrian Swan, M.B. Durh. ; 
James Oliver Terry, M.B. Leeds; Janet Maria Vaughan, 
M.D. Oxf.; and Reginald Lawson Ww aterfield, M.B. Lond. 


Dr. W. Mitchell Stevens was appointed to represent the 
College at the forthcoming nineteenth conference of the 
National Association for the Prevention of Tuberculosis 
at Cardiff. 

Prof. Edward Mellanby will deliver the Croonian lectures 
on Nutrition and Disease—the Interaction of Clinical and 
Experimental Investigations, at 5 P.M. on June 8th, 13th, 
and 15th. 

The undermentioned diplomas were conferred, jointly 
with the Royal College of Surgeons, upon : 


Diploma in Tropical Medicine and Hygiene. ong R. Belletty, 
J. F. E. Bloss, Virginia M. Cobb, A. C. Dalzell, B. P. Datta, 
me. eo Goodchild, Rajendram Jeremiah, Kathiravelu Kana- 
garetnam, . Kapila, F. E. Lipscomb (Flight- Lieut. R.A.F.) 
I, A. RY Dandapani Nagarajan, J. P. Perera, Bb. it” 
Sayed, L. B. E. Senev iratne, Motilal Shankhla, A. R. Sikund,. 
e. _ ; ~ naareape A. A. M. Wajih, F. L. Wheaton, and 

Diploma in Gynecology and Obstetrics.—Hassan Sobhi and 
N. J. Thanavala. 


Licences to practise were conferred upon 111 candidates 
(including 104 men and 7 women) who have passed the final 
examination of the Conjoint Board, and have complied with 
the by-laws of the College. 

The following are the names and medical schools of the 
successful candidates :— 


E. H. Allen, Camb. and St. George’s; I. G. Anderson, King’s 
Coll.; I. B. Asafu-Adjaye, Univ. Coll.; D. R. Ashton, St. 
Bart.’ 8; A. D. Aveling, Camb. and London; Kashi G. Awati, 
Bombay and West London: J. E. M. Ayoub, Oxf. and St. 
Thomas’s; G. Barasi, St. Bart.’s; H. R. Bathurst Norman, 
Oxf. and’St. Thomas’s; F. G. Beauchamp, Birmingham ; 
R. Bolton, Univ. Coll.; 8. G. Browne, King’s Coll.; T. J. K. 
Brownlees, St. Bart.’s; H. R. Cara, Liverp.; A. Carling, Oxf. 
and St. Thomas’s; E. L. Cohen, Camb. and St. Bart.’s; F. H. 
Golan, Camb. and London ; z. Collinson, Camb. and "Leeds ; 

- #- Copithorne, Middlesex ; T. M. Cuthbert, St. Bart.’s ; 

J. A i a Cardiff and London ; J.J. A. Embleton, Camb. 
and St. Mary’s ; ; A. B. Evans, Camb. and Westminster; C. J. 
oH Guy’s; Helen M. Evans, Royal Free and West London ; 

D. Galwankar, Bombay and West London; V. V. Garde, 
AR and London; P. H. R. Ghey, Camb. and St. Bart.’s ; 
T. Gibson, St. Thomas’s; P. R. Goodfellow, Camb. and Manch.; 
G. P. Goodwin, Camb. and St. Mary’s ; be ‘Gordon, Middlesex ; 
G. L. Hardman, Camb. and St, George’s . V. Harries, Guy’s ; 
Edith K. Harris, Royal Free and Bristol : "Ww. H. Hughes, St: 
Mary’s; A. H. Ismail, Birmingham; E. R. James, Bengal and 
. Mary’s; J.L. 8. James, Bristol; J. F. Jarvis, King’s Coll.; 

. H. Jones, St. Bart.’s ; T. J. Jones, — and Univ. Coll.; 
x: Kekwick, Camb. and Middlesex; A. B. King, Univ. Coll.: 
A. H. Knowles, Camb. and St. Thomas’s ; S. B. Lange, Guy’s: 
S. Lee, Westminster; S. B. Levy, Liverp.; Vida L. Liddell, 
Leeds ; M. J. Li ndsey, al Monica Low, West London ; 
J. . McArthur, Univ. Coll.; Macgregor, Camb. and St. 
Mary sys; J.P. Mackenzie, Unit, “Coil.: W. 8. McKenzie, Camb. 
and Middlesex; H. F. MeNickle, Otago ; T. C. Maling. Camb. 
and St. Thomas’s; R. L. Mansi, St. Bart.’s; J. N. Matthews, 
Liverp.; C. R. Mayou, Birmingham; H. N. Miles, King’s Coll.; 
K. O. Milner, Leeds; S. C. Misra, Lucknow and Middlesex ; 
J. Montgomerie, ee i Cc. C. Morgans, Camb. and St. 
Thomas’s; H. J. Morton, Camb. and St. Thomas’s ; 
Mulkern, 'st. Thomas's W. B. Mumford, =~ and St. 
George’s; J. A. a Middlesex ; K. H. Nassif, Cairo 
and West. 3.2m. ¢t G. Nicholas, Cardiff; D. D. O°Callaghan, 
Sheffield; W. L. Ogle, Guy’s; L. C. Oliver, Guy’s; G. 3S. ° 
Organe, Westminster : R. M. M. C. Orpwood, St. Bart.’ + 
H. E. 8. Pearson, St. Thomas’s ; M. L. Platt, Middlesex ; <=. 
as St. Thomas’s; A. U. Prodhan, Calcutta one Univ. Coll.: 

Propert, Camb. and St. Thomas’s ; J. N. Robinson 
eg and St. Thomas’s; K. Robson, Camb. we Middlesex : $ 
H. P. Russell, Guy’s; R. D. Scriven, Westminster; G. H. Shaw, 
Camb. and St. Thomas’s ; P. P. Sheth, Bombay and West 
London ; H. 8S. Shoham, Univ. Coll.; R. T. Simeox, Cardiff and 
St. Bart.’s; K. H. Singh, Bombay and West London; E. J. 
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Smith, King’s Coll.; D. W. Smithers, Camb. and St. Thomas’s ; 
J. G. C. Spencer, Camb. and London; J. T. W._ Spiridion- 
Kliszezewski, Camb. and Westminster; F. R. Store, Univ. Coll.; 
E. W. Taylor, Camb. and St. George’s; B. A. Thomas, St. 
Bart.’s: F. W. Thomas, Cardiff ; W. H. D. Trubshaw, St. Bart.’s ; 
E. R. van Langenberg, St. Bart.’s; G. E. Walker, Guy’s; G. N. 
Wardle, Edin. and St. George’s; C. E. M. Ware, St. Bart.’s ; 
A. G.M. Weddell, St. Bart.’s; C.S. Whitehouse, Birmingham ; 
A. Willeox, Camb. and Middlesex; R. H. H. Williams, Camb. 
and St. Bart.’s; J. Wilson, Camb. and St. Bart.’s; C. W. 
Wollaston, Manch. and St. Thomas’s; Tamsin M. Wynter, 
Royal Free; and kK. C. Zorab, Guy’s. 


Society of Apothecaries of London 


At recent examinations the following candidates were 
successful :— 

Surgery.—W.H. Ekin, Westminster Hosp.; L. I. F. Kerridge, 
Univ. of Toronto and Royal Free Hosp.; T. Morgan, Guy’s 
Hosp.; and S. G, Nathan, Royal Free Hosp. 

Medicine.—P. A. Diemer, St. Mary’s Hosp.; P. M. Heirsh- 
berg, Royal Free Hosp.; and R. Sugarman, Univ. of Basle and 
Royal Free Hosp. 

Forensic Medicine.—A. FE. Glanvill, Univ. of Birmingham ; 
A. 8. Rosuck, Royal Colleges, Edinburgh; E. C. Rowlands, 
St. George’s Hosp.; and R. P. K. Sen, London Hosp. 

Midwifery.—S. Adams, Charing Cross Hosp.; N. F. Bishay 
and A. E. Hassan, Univ. of Birmingham ; M. Sourasky, Charing 
Cross Hosp.; and R. H. Wheeler and F. H. Williams, Univ. 
of Sheffield. 

The following candidates having completed the final examina- 
tion have been granted the Diploma of the Society entitling 
them to practise medicine, surgery, and midwifery: P. A. 
Diemer, R. H. Wheeler, and M. Sourasky. 


University of London 


At a recent examination Dr. Marjorie Low was approved 
for the Diploma in Psychological Medicine with special 
knowledge of psychiatry. 


Course on Mental Deficiency 


A course of lectures for medical practitioners on mental de- 
ficiency and associated conditions will be held at the Univer- 
sity of London, South Kensington, from May Sth to 13th. 
The programme may be had from Miss Evelyn Fox, Uni- 
versity Extension Department, Imperial Institute-road,S.W.7. 


A Scholarship in Dermatology 

The committee of University College Hospital invite 
applications for the Radcliffe Crocker travelling scholarship 
in dermatology. The scholarship is of the approximate 
value of £280, and is tenable for a period of 12 months, 
to be spent at some place of study outside the United 
Kingdom and named by the school committee. Candidates 
must be British subjects, students of a London medical 
school, and graduates of a university in the United Kingdom. 
Further particulars may be had from the dean of the school, 
University-street, London, W.C.1. Applications must be 
submitted not later than June 30th. 


The Institute of Medical Psychology 


The annual meeting of this institute was held on May Ist, 
at the Wharnecliffe Rooms, Great Central Hotel, and was fol- 
lowed by a luncheon at which Mr. John Buchan spoke of 
the practical value of the new science of psycho-pathology. 
In the annual report, as chairman of the council, Sir Henry 
Brackenbury stated that the acquisition of an 18 years’ 
lease from University College, London, of the premises at 
6, Torrington-place, W.C.1, occupied by the institute since 
last November, had already resulted in a notable expansion 
in the scope of the work done. With the growth and the 
advance in status of the institute, it had become increasingly 
possible to raise the standards of its professional work and 
to select its staff from a wider field. Far more medical men 
and women apply to work than could possibly be accepted. 
There was, however, a real need for funds with which a 
certain number of part-time salaried posts could be created ; 
for there was a lamentable possibility of some of the most 
experienced workers having to reduce their hours of work 
at the institute for financial reasons. 

Dr. H. Crichton-Miller, the honorary director, said in his 
report that in spite of the inevitable interruption occasioned 
by the removal to the new premises, more new patients 

been seen than in any previous year—751 in all, con- 
sisting of 296 children and 455 adults. The length of the 
interviews approximated to an hour, and the average attend- 
ance of patients was 13-75 visits, as opposed to an average 
of 5-17 visits at other hospitals. The facilities for work 
provided by the new buildings were already promoting a 
greatly increased capacity for treatment. Interesting 
statistics were being accumulated, thanks to the work of 
the honorary registrar and her assistant. The average 
stay of in-patients in the “ hostel ’’ was two and a half months. 
Of 100 consecutive in-patients recently discharged, 55 were 
more than ‘ slightly improved.” 

Mr. H. M. Abrahams, chairman of the finance committee, 
said that to run the institute successfully an annual income 
of £5000 to £6000 was required. 
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Society for the Study of Inebriety 


Sir Humphry Rolleston has been elected president of 
this society in succession to Lady Barrett. 


Royal Sanitary Institute 
Dr. G. F. Buchan has been elected chairman of the 


council of this institute, for the session 1933-34, in succession 
to Dr. Charles Porter. 


St. Mary’s Hospital Institute of Pathology 

The series of lectures which this institute usually arranges 
at this time of year have been postponed until the autumn, 
as the new lecture theatre is not yet completed. 


Aberdeen University Club, London 

The eighty-ninth half-yearly dinner of this club will be 
held at the Trocadero Restaurant, London, W., at 7 for 
7.30 P.M., on Thursday, May 18th. The secretary’s address 
is 9, Addison-gardens, London, W.14. 


Glasgow University Club, London 


This club will dine at the Trocadero Restaurant, London, 
W., on Friday, May 26th, at 7.15 for 7.30 p.m. Dr. Ralph 
Stockman, professor of materia medica in the University 
of Glasgow, is to be in the chair. The hon. secretaries may 
be addressed at 62, Harley-house, London, N.W.1 


Safeguarding of Industries Act 


Additional lists of articles chargeable with duty under 
Part I. of the Safeguarding of Industries Act, 1921, have 
been issued by the Board of Trade, and will take effect on 
May 12th. These lists refer to articles under the following 
headings: optical instruments; _ scientific glassware ; 
scientific instruments; synthetic, organic, and other fine 
chemicals. Copies of the lists may be obtained from H.M. 
Stationery Office, price 2d. 

Medical Research Fellowships 

The Rockefeller medical fellowships for the academic 
year 1933-34 will shortly be awarded by the Medical 
Research Council. The value of these fellowships will be 
not less than £350, exclusive of allowances. They are 
awarded in accordance with the desire of the Rockefeller 
Foundation to graduates who have had some training in 
research work in the primary sciences of medicine, or in 
clinical medicine or surgery, and are likely to profit by a 
period of work at a university or other chosen centre in 
the United States before taking up positions for higher 
teaching or research in the British Isles. In special circum- 
stances they may be tenable at centres of research not in 
America. Further particulars are obtainable from the 
secretary of the Council, 38, Old Queen-street, Westminster, 
London, S.W.1, with whom applications must be lodged 
before June Ist. 


British Health Resorts Association 


Last week-end this association held a conference at 
Leamington Spa. Special attention was paid to the use 
of British health resorts by invalids from the tropics, and 
a discussion on this subject was opened by Dr. William 
Byam, chairman of the medical advisory committee of 
the association. More tropical invalids returned to this 
country, he said, than to any other land, but many of them 
broke the journey at foreign resorts. With the wealth of 
material available there was no reason why treatment for 
the tropical invalid in Britain should not be ahead of that 
elsewhere. In London and Liverpool there were great 
schools of tropical medicine, and thorough investigation was 
possible at the main centres. For all who were well enough 
to travel, spa treatment was, he thought, the most valuable 
procedure. Not all spas, however, should claim to under- 
take this work, and those which did so must have prac- 
titioners with suitable experience. Was it too much to 
expect that the doctors at the spa would invite one or two 
men with such qualifications to settle among them ? 
Laboratory facilities and a dietetic centre were other require- 
ments. Dr. Hamilton Fairley spoke of the longing of the 
man in the tropics for the delights and comforts of home. 
Nothing was so far removed from Elysium in their minds 
as the average watering-place. Moreover the average spa 
treatment was totally unsuited for the acute stages of sprue, 
amcebic dysentery, malaria, and indeed, the main tropical 
diseases. Thorough investigation was needed before the 
patient was sent to the spa, and men of sufficient experience 
for the investigations could scarcely be found at each spa. 
There was ample scope for spa treatment in the convalescent 
stages of tropical diseases, but in his experience the sort of 
routine treatment patients got at Continental spas did them 
more harm than good. Lord Horder opened a discussion 
on the treatment of circulatory diseases at English spas, and 
again emphasised the need for specialisation. In heart 
cases, he said, the paramount §mecessity was complete rest 
—physical and emotional. 





994 THE LANCET] 


University of Paris 


A post-graduate course on diseases of the kidney is being 
held in Paris at the Clinique Thérapeutique Médicale de la 
Pitié from June 6th-l7th. The course has been arranged 
by Prof. F. Rathery. Further particulars may be had from 
the secretary of the Faculté de Médecine, Paris. 


University of Strasbourg 


The medical and surgical treatment of tuberculosis will 
be the principal subject of a course of post-graduate lectures. 
which have been arranged by the municipal hospitals of 
Strasbourg, and will be held from June 21st to July Ist. 
Further information may be had from Dr. Vaucher, 8 quai 
Finkwiller, Strasbourg. 


National Hospital, Queen-square 


This hospital has arranged a series of post-graduate 
lectures in neurology which will take place at 6 P.M. on 
Tuesdays and Thursdays, from May 9th to June 29th. 
Further particulars may be had from the secretary of the 
hospital, Queen-square, London, W.C.1. 


Society of Medical Officers of Health 


At a meeting of this society to be held at the house of 
the society, 1, Upper Montague-street, London, W.C., on 
Friday, May 19th, at 5 p.m., Dr. E. K. Macdonald, medical 
officer of health for the county borough of Stockport, will 
peg a discussion on the Responsibility of the Local Autho- 

ty towards the Blind. The maternity and child welfare 
group is holding a joint discussion with the Royal Society 
of Medicine’s section for the study of disease in children 
on Friday, May 26th, at 5 p.m. The meeting will take place 
at 1, Wimpole-street, W. 


PARLIAMENTARY 


HOUSE OF COMMONS 
THURSDAY, APRIL 27TH 
Unemployed and Physical Training 


Mr. LUNN asked the Minister of Labour the number of 
physical training centres opened since the scheme was 
started, the number of instructors engaged, the cost to date, 
and the number that had availed themselves of the facilities. 
—Sir H. BETTERTON replied : The policy of the Department 
has been to maintain a small number of these centres for a 
short period in suitable localities in order to demonstrate 
their advantages and to prepare the way for their con- 
tinuance by a voluntary local organisation. Up to 
March 31st, six centres had been started on this footing and 
three of them have since been taken over by voluntary 
organisations. At the six centres there were six instructors, 
and rather more than 4000 men were enrolled. The cost 
up to March 3lst was about £1250, exclusive of a centre in 
London, the cost of which was met by a private donation. 
Other demonstration centres, up to a total of eight at any 
one time, in addition to those taken over by other voluntary 
bodies, are being organised. In addition, classes have been 
started in various localities throughout the country through 
the National Council of Social Service, or other voluntary 

es. I cannot give complete details with regard to these 
classes, but I understand that the number of men attending 
them is steadily increasing and already amounts to several 
thousand. 
Government and Factory Legislation 

Mr. Ruys Davies asked the Home Secretary whether it 
was proposed to introduce during the present session a bill 
for the consolidation and amendment of the laws relating to 
factories.—Mr. HAcKING replied: My right hon. friend 
regrets that there is no possibility of such legislation this 


session. 
Milk Designation 


Brigadier-General CLIFTON BRowN asked the Minister of 
Health, whether, in view of the recent case in which the 
United Dairies Company were fined for selling bottles of 
milk under an illegal nomenclature, he would take steps to 
carry out the recommendations of the Milk Reorganisation 
Committee as regards the proper designations of milk so 
that the public might know what they were buying.— 
Sir E. Hirton Younc replied: The recommendations 
of the Milk Reorganisation Commission as to the grading and 
designations of milk would involve fresh legislation and I 
could not undertake to introduce legislation on this subject 
during the present session. The case referred to in the 
question shows that under the existing law a conviction can 
be obtained for the misuse of a prescribed designation. 

Brigadier-General Brown : In view of the fact that the 
Commissioners found that the nomenclature of the grades 
of milk was complicated and confusing, and in view of the 
fact that even a large firm like United Dairies can make 
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Hospital for Sick Children, Great Ormond-street 

A post-graduate course on diseases of children will be 
held at this hospital from Monday, May 15th, to Saturday, 
May 27th. There will be 50 clinical lectures and demonstra- 
tions and six laboratory demonstrations, and the course 
will occupy each weekday morning and afternoon (except 
Saturday afternoon). A second course has been arranged 
for the autumn (Oct. 23rd to Nov. 4th), and a week’s course 
in practical pathology will begin on June 12th, consisting of 
demonstrations from 12 noon to 1 P.M. every day. Further 
particulars of all the courses may be had from the secretary 
of the hospital, Great Ormond-street, London, W.C.1. 


Royal Medico-Psychological Association 

On Wednesday, May 17th, at 3 p.m., Dr. Adolf Meyer, 
psychiatrist-in-chief at the Phipps Clinic of the Johns Hopkins 
Hospital, Baltimore, will deliver the 14th Maudsley lecture 
in the Barnes Hall of the Royal Society of Medicine, 1, 
Wimpole-street, London, W. His subject is Psychiatry 
and Mental Hygiene. 

The 92nd annual meeting of the association will be held 
from July 5th-7th, under the presidency of Dr. F. Douglas 
Turner, partly in the Albert Hall, High-street, Colchester, 
and me in the Town Hall, Clacton-on-Sea. On Wednesday 
the president will give his opening address in Colchester, and 
afterwards a visit will be made to the Severalls Mental 
Hospital. The annual dinner will take place in the evening at 
the Grand Hotel, Clacton. On July 6th the association will 
meet at the Royal Eastern Counties Institution, Colchester. 
On July 7th the morning session will be devoted to papers, 
and the afternoon to excursions. The hon. secretary is Dr. 
R. Worth, Springfield Mental Hospital, London, S.W. 17. 


INTELLIGENCE 


mistakes in this matter, does not the right hon. gentleman 
think that it is a matter of urgency that he should take 
action in the interests of producers and consumers ? 

Sir E. Hirron YouncG: I can assure my hon. friend 
that the recommendations of the Commission will receive 
the most serious consideration. 


Deaths under Anesthetics: England and Wales 

Mr. NEIL MACLEAN asked the Minister of Health the 
number of deaths which had taken place in England and 
Wales, in the past 12 months, of patients while under an 
anesthetic ; and whether, when a death took place in such 
circumstances, the death certificate contained a statement 
that the death occurred while the patient was under an 
anesthetic.—Sir E. HILToN YouneG replied: During the 
last 12 months for which figures are available—viz., the 
calendar year 1931—723 deaths were registered in England 
and Wales which were certified as having taken place either 
under or in connexion with the administration of an anews- 
thetic. Certifying medical practitioners are advised that 
when death occurs during anesthesia or is in any degree 
attributable thereto a reference to the anesthetic should be 
made on the certificate. 

Mr. MACLEAN: May I ask whether that advice is always 
carefully followed out? Is it not the case that in a large 
number of instances the fact that a patient has died while 
under an anesthetic does not appear on the death certificate ? 

Sir E. Hirtron Youna: No, Sir. I have no reason to 
suppose that that is so. If the hon. Member knows of any 
case which would tend to confirm his observation I should 
be very glad if he would bring it to my attention. 


MONDAY, MAY I1s8T 
Sickness Experience (Spinsters «nd Widows) 


Mr. Ruys Davies asked the Minister of Health the 
reason for the reductions in the expected sickness experience 
of spinsters and widows, as outlined in Table 2 of the Valua- 
tion Regulations of April 14th, 1933, in view of the fact 
that the National Health Insurance Act, 1932, did not 
reduce the sickness benefits of this class and that the Govern- 
ment actuary, in his report on the third valuation of approved 
societies, emphasised the serious nature of the increasing 
sickness experience of this class.—Sir E. HILrton YOUNG 
replied : The financial basis of the National Health Insurance 
system, as amended by the Act of 1932, is explained in the 
Government Actuary’s Report on the Bill (Cmd. 4073). 
As indicated therein, it was estimated that on the basis 
of the rates of sickness and disablement experienced by 
unmarried and married women respectively during the 
period 1928-30, which were substantially in excess of the 
rates hitherto adopted, a total contribution of 9d. a week 
would be required to support the benefits, as amended 
by the Act, thus involving an increase of a halfpenny a 
week. On the assumption, however, that the rates of 
sickness would decrease to, and be maintained at, a level of 
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10 per cent. below the average of these years, it was com- 
puted that the existing contribution—viz., 84d.—could be 
retained. In the Table of the Valuation Regulations, to 
which the hon. Member refers, an overall improvement of 
10 per cent. from the level of 1928-30 has accordingly been 
assumed, taking sickness and disablement benefits together, 
and the anticipated total saving has been appropriately 
apportioned between the two benefits. The hon. Member 
will observe, on comparing the rates in the new table with 
the corresponding figures in the Valuation Regulations of 
1929, that while in the case of sickness benefit the new 
rates show small reductions, very substantial increases 
have been made in the number of weeks provided for in the 
case of disablement benefit. 
Government Milk Policy 

Mr. LippaAut asked the Minister of Agriculture if he 
could announce the Government’s policy in regard to the 
milk industry.—Major ELuiot replied: The Government’s 
policy in regard to the milk industry is to encourage 
organisation and other progressive movements within the 
industry and to take such steps as are practicable to facilitate 
them by bringing about a sounder situation on the market 
for milk products as a whole. The Government accordingly 
welcomed the recent submission of a marketing scheme on 
the lines of that prepared by the Milk Reorganisation 
Commission. As I have already stated, the milk products 
situation as a whole continues to receive the Government’s 
consideration, and I am unable at present to make a 
statement. 

Accidents at Battersea Power Station 

Mr. THORNE asked the Home Secretary the number of 
fatal and non-fatal accidents in the building of the Battersea 

ower station.—Sir J. Gr_Movur replied : Since work began 
in July, 1929, there have been reported to the Factory 
Department 6 fatal and 201 non-fatal accidents as having 
occurred on this site, and, in addition, a few very minor 
accidents, the exact number of which cannot be readily 
ascertained, but which are estimated at three or four per 
annum. 

TUESDAY, MAY 2ND 


Sanitary Conditions in Scottish Village 


Mr. KirKwoop asked the Secretary of State for Scotland 
if he was aware that in the village of Standburn, Stirling- 
shire, there were almost 900 people living in houses without 
sanitary and drainage facilities, and that these houses were 
condemned in a report to the public health committee 
of the county council by the sanitary inspector; and 
whether he would order an inquiry into the housing condi- 
tions of Standburn with a view to having the existing houses 
replaced by dwellings erected under the 1930 Act at rents 
within the reach of working-class families.—Mr. SKELTON 
(Under-Secretary of State for Scotland) replied: I am 
aware of the drainage difficulties existing at Standburn. 
The local authority have had under consideration the 
establishment of a public sanitary drainage scheme, but 
the difficulty of disposing of the effluent was found to 
make this impracticable. The sanitary requirements of 
the village are served by dry closets and the Department 
of Health is raising with the local authority the question 
whether the supply of these is adequate. With regard to 
the second part of the question, I am informed that none 
of the houses at present occupied has been condemned by 
the sanitary inspector as unfit for human habitation. In 
these circumstances I do not think that there is any present 
necessity for a public inquiry. 

Deaths under Anesthetics: Scotland 

Mr. Neti MACLEAN asked the Secretary of State for 
Scotland the number of deaths in. Glasgow during the 
past 12 months of patients while under chloroform; and 
whether, when a death occurred in such circumstances, 
the death certificate contained any statement that the 
death occurred while the patient was under an anesthetic. 
Mr. SKELTON replied: The number of deaths registered in 
Glasgow during 1932 which were certified to have occurred 
during or following the administration of chloroform is 15. 
There were also 24 deaths where the anesthetic was chloro- 
form and ether, and 1 death where the anesthetic was 
ethyl chloride, chloroform, and ether. In reply to the 
second part of the question, certifying medical practitioners 
are advised that when a death is attributed to the effects 
of an anesthetic a statement as to the anesthetic used 
should be made on the certificate. 

Grants for Health Services 

Mr. Ruys Davies asked the Chancellor of the Exchequer 
if he would explain the reduction of £13,000, from £162,000 
to £149,000, in the estimated grant on account of health 
services, as set forth in Table B, page 9, of the Financial 
Statement, 1933-34.—Mr. CHAMBERLAIN replied: The 
item in the tables to which the hon. Member refers is made 
up of ten small grants for certain health services not absorbed 
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in the general block grants under the Local Government 
Act, 1929. Some of these grants show increases and some 
decreases. The main reason for the net decrease of £13,000 
is a decrease of £12,490 in the capital grants for sanatoria 
on the practical completion in 1932 of the liquidation of 
commitments which remained to be met when the main 
scheme of capital grants ceased in 1921. 


Insured Persons Referred to Regional 
Medical Officers 
Mr. Ruys Davies asked the Minister of Health the 
number of insured persons, men and women, in England, 
Scotland, and Wales, referred to the regional medical 
officers by approved societies, insurance committees, and 
doctors, for the years 1923 and 1932 respectively, together 
with the results of such references.—Sir E. H1cron Youne 
replied: The figures, so far as they are available, are as 


follows :— 
1923. 1932. 
Insured persons in England, Scotland, 
and Wales referred to the regional 
medical officers by approved societies, 
insurance committees, and doctors .. 165,719 687,331 
References disposed of :— 
(1) Insured persons did not attend for 
examination :— 
(a) Declared off funds before 
examination .. os ae «« 289,667 .. 173,353 
(6) Other cases .. ps 36,831 .. 130,106 
(2) Insured persons examined :— 
(c) Found incapable of work 71,933 .. 260,475 
(b) Found capable of work -. 26,697 .. 114,421 
Total references disposed of .. 165,318* .. 678,355* 


* This figure includes references brought forward from the 
previous year and disposed of in the year, and excludes references 
made in the year and still under consideration at the end of the 
year. 

Public Analysts and Food Impurities 

Mr. RANKL asked the Minister of Health whether his 
attention had been called to the fact that the work of public 
analysts was hindered in respect of food impurities by the 
fact that in the case of many commodities there was no 
official definition to work on; and whether he proposed 
to introduce legislation, or otherwise take steps, to remedy 
this deficiency.—Sir E. HiLton YowunoG replied: This 
matter was within the terms of reference of a committee 
on the law relating to the composition and description of 
food, whose work it was found necessary to suspend in 
September, 1931, as a measure of economy. I do not 
propose to introduce legislation on the subject at the 
present time. 


Meals and Clothing for Necessitous School-children 


Mr. DINGLE Foor asked the Minister of Health whether 
he was aware that during the past two years the cost to 
local authorities of providing meals and clothing for 
necessitous school-children had greatly increased: and 
whether he would take this factor into account in the 
proposed readjustment of financial relations between the 
Exchequer and local authorities.—Mr. SHAKESPEARE 
(Parliamentary Secretary to the Ministry of Health) 
replied: The expenditure of local education authorities 
for elementary education on the provision of meals for 
school-children ranks for a grant of 50 per cent. from the 
Board of Education. The formula on which Exchequer 
Grants under the Local Government Act, 1929, have been 
and will be calculated, takes account of factors of a general 
character which, in combination, denote the needs of each 
area and its ability to pay. It cannot be varied according 
to the expenditure of individual authorities on particular 
services. 


Medical Dicey 


SOCIETIES 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 

TUESDAY, May 9th.—8.30 P.M., PSYCHIATRY. Dr. Clement 
Lovell: The Significance of Small Measurements in 
Mental Disorder. Dr. W. Ross Ashby: The Physio- 
logical Basis of the Neuroses. 

WEDNESDAY.—5 P.M., SURGERY : 
LoGy. Mr. W. Ernest Miles: Recto-sigmoidectomy 
as a Method of Treatment for Procidentia Recti. 
Specimens will be shown. 

FRIDAY.—5 P.M., CLINICAL (at the Royal Waterloo Hospital 
for Women and Children, Waterloo-road, 8S.E.). (Cases 
at 4 P.M.) The following cases will be demonstrated 
by the Staff of the Royal Waterloo Hospital: 1. Spleno- 
megaly. 2. External [Iliac Aneurysm with Embolic 
Gangrene. 3. Spondylolisthesis with Sciatica. 4. 
Ascites. 5. Paget’s Disease. 6. Generalised Adenitis. 
7. Post-encephalitic Parkinsonism. 8, Dextrocardia 
with Congenital Heart. 9. Subacute Combined 
Degeneration treated with Iron. 10. Myelocytic 
Leukemia. 11. Purpura with Partial Recovery of 
Lesion of Oculomotor Nerve. 12, Lesion of Spina: 


SUBSECTION OF PROCTO- 
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Cord ? Myelitis. 13. Giant-celled Myeloma of Sacrum. 
14. Severe (£dema of Lids (Bilateral). 15. Bilateral 
Swellings of Lacrymal Glands. 16. Lantern Slides from 
X Ray Films of Interesting Cases. 17. Growth of 
Bladder. 18. Dwarfism. 19. Cases Illustrating Injec- 


tion + anaes of Inguinal Hernia. Other cases will 
be show 


MEDICAL SOC TETY OF LONDON, 11, 
Cavendish-square, W. 

MONDAY, May 8sth.—8 pP.m., Annual General Meeting. 
8.30 P.mM., Annual Oration, on New Treatments for Old, 
by Lord Horder. To be followed by a Conversazione. 

HARVEIAN SOCIETY OF LONDON. 

THURSDAY, May 11th.—8.30 p.m. (in the Town Hall, 
Paddington Green, W.), Discussion on Modern Methods 
of Treatment of’ Acute Specific Fevers. Openers: 
Dr. R. A. O’Brien ‘and Dr. W. Gunn. 

SOUTH-WEST LONDON MEDICAL SOCIETY, Bolingbroke 
Hospital, Bolingbroke-grove, Wandsworth Common. 

WEDNESDAY, May 10th.—9 P.m., Dr. Matthew Ray: The 
Treatment of Chronic Rheumatism. 

MEDICAL SOCIETY OF INDIVIDUAL PSYCHOLOGY. 

THURSDAY, May 11th.—8.30 P.m., Dr. James Young: The 
Sterility of Modern Psy # tm aby Discussion. 

PADDINGTON MEDICAL SOCIETY. 

TUESDAY, May 9th.—9 P.M. (at the Great Western Royal 
Hotel, Paddington, W.), Joint Meeting with the 
Hampstead Medical Society, when Mr. J. R. 
Hy ty will read a paper on the Origin and Nature 


f Dise 
WEST KENT. MEDICO-CHIRURGICAL SOCIETY. 
FRIDAY, May 12th.—8.45 P.M. (at the Miller General 


oma). Dr. Harold Pritchard: An Even Keel in 
edici 


ne 
BIOCHEMICAL SOCIETY. 
SATURDAY, May 6th.—3 P.M. (at the Biochemical Labora- 
tory, Cambridge). Communications. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
7 | LOWSHIP OF MEDICINE AND POST- 400 ATE 
SDICAL ASSOCIATION, 1, Wimpole-street, : 
"ae May 8th, to SunDAy, May an 
HOsPIrat, Denmark-hill. ‘Course in” Psychological 
Medicine, every afternoon. St. JOHN’s HosPITAL FOR 
DISEASES OF THE SKIN, Leicester-square. Course in 
Dermatology. Clinical Instruction every afternoon 
and evening. Lectures daily at 5 P.M. ROYAL MINERAL 
WATER HospPITaL, Bath. Week-end Course in Rheuma- 
tism, all day Sat. and Sun. Sv. PETER’s HospiraL, 
Henrietta-street, Covent Garden, W.C. Course in 
Advanced Urology, all-day Instruction given daily. 
WEST LONDON HOSPITAL POST-GRADUATE COLLEGE 
Hammersmith, W. 
MONDAY, May 8th.—10 a.m., Medical and Gynecological 
Wards, Skin Clinic. 11 A.M., Surgical Wards. 2 P.M., 
Operations, Medical, Surgical, Eye, and Gynecological 


Chandos-street, 


Clinics. 
TUESDAY.—10 A.M., Medical Wards. 11 A.M., Surgical 
Demonstration. 2 P.M., Operations, Medical, Surgical, 


and Throat, Nose, and Ear Clinics. 

WEDNESDAY.—10 A.M., Medical and Children’s Wards, 
Children’s Clinic. 2 P.M., Gynecological Operations, 
Medical, Surgical, and Eye Clinics. 

THURSDAY.—10 A.M., Neurological Clinic. 11.30 A.M., 
Fracture Clinic. 2 P.M. ., Operations, Medical, Surgic: al, 
Eye, and Genito- urinary Clinics. 

FrIDAY.—10 a.M., Skin Clinic. 12 Noon, Lecture on Treat- 
ment. 2 P.M., Medical, Surgical, and Throat Clinics. 


4.15 P.M., Soodeen Mr. Green-Armytage : Clinical 
Conditions of the Cervix Uteri and Treatment. 
SATURDAY.—10 A.M., Medical and Surgical Wards, 


Children’s and Surgical Clinics. 

The Lectures at 4.15 P.M., are open to all medical 

practitioners without fee. 
NATIONAL HOSPITAL, Queen-square, W.C. 

TUESDAY, May 9th.—6 P.M., Dr. Symonds 
the Causes of Hemiplegia. 

THURSDAY.—6 P.M., Dr. Riddoch : Spastic Paraplegia. 

ST. MARKS HOSP ITAL, City-road, E.c 

THURSDAY, May 11th.—4.30 Pp. M., Dr. N. P. Henderson : 
The Value of the Opaque Meal in the Examination of 
the Large Intestine. 

CENTRAL LONDON THROAT, NOSE AND EAR HOSPITAL, 
Gray’s Inn-road, W.C 
MONDAY, May 8th, to FriIpDAY.— Post-graduate course daily, 
ST. PAUL’S HOSPITAL, Endell-street, W.C. 

WEDNESDAY, May 10th.—4.30 P.mM., Dr. T. J. Hoskin: 
Blood Pressure, its Significance in Operations on the 
Prostate Gland. 

ST. PETER’S HOSPITAL FOR STONE, Henrietta-street, W.C. 

WEDNESDAY, May 10th.—3 P.mM., Mr. A. H. Harkness: 
No n-gonococcal Urethritis. 

ROYAL SOCIETY OF ARTS, John-street, Adelphi, W.C. 
wer AY, May 12th.—4.30 P.M., Sir Walter Fletcher: India 
nd Medical Progress 
LONDON SCHOOL OF DERMATOLOGY, St. John’s Hospital, 
Leicester-square, W.C. 

Monpbay, May 8th.—5 P.M., Dr. H. MacCormac 
of Syphilis. 

TUESDAY.—5 P.M., Dr. W. N. Goldsmith : 
System in Relation to Skin Diseases. 

THURSDAY.—5 P.M., Dr. J. M. H. MacLeod: 
the Skin with Yeast-like Organisms. 

Fripay.—5 P.M., Dr. W. K. Sibley : Alopecia. 

VICTORIA INFIRMARY, Glasgow. 

WEDNESDAY, May 10th.—4.15 P.M., 

Skin Cases, 


: Diagnosis of 


: Treatment 
The Nervous 


Infections of 


Dr. Herbert Brown : 


MEDICAL DIARY.—VACANCIES 
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MANCHESTER ROT AL INFIRMARY. 
TUESDAY, May 9th.—4.15 P.mM., Mr. J. P. Buckley: 
Remarks on the Question of Efficacy and Sufficiency of 
Gastro-enterostomy in the Treatment of Duodenal 


Uleer. 
Fripay.—4.15 P.M., Dr. C. H. Melland : 


Medical Cases. 





Demonstration of 


V acancies 





For further information refer to the ebpestinaant canine 
Birmingham, Children’s Hospital.—Res. Surg. O. £175. Also 
.S. At rate of £75, 
Bolingbroke Hospital Wandsworth Common, 
rate of £120, 
_—— Royal Infirmary.—H.S. and H.P. 


S.W.—H.S. At 
Each at rate of 


Brighton, New Sussex aera for Women and Children.—H.?P. 
and H.S. Each £100 

Burton-on-Trent General ‘Infirmary.—Sen. H.S. £200, 
Cas. O. and H.P. £15 

Child Guidance Council, "hietieeans Palace-gardens.—T wo 
Fellowships in Psychiatry. Each £150. 

Derby, Derbys. 7 Hospital for Women, Friar Gate.—H.S. At 
rate of £15 

meter yo | 0 SY Hospital._-H.P. and H.S. Each at rate 
of £1 

Guildford, , Surrey County Hospital.—H.S. £150. 

Hackney Hospital, High-street, Homerton, E..— Asst. M.O. £350. 

ospital for Sick Children. Great Ormond-street, W.C.—Res. 

Med. Supt. £300. Also Hon. Med. and Surg. Assts. for 
Out-patients’ Dept. 

nett a St. Luke, 14, Fitecroy-square, W.—Res. M.O. 


Also 


At rate 


Hull Rapal hidveune: —Hon. Physician. 

Ilford, King George Hospital.—H.S. At rate of £100. 

Indian Research Fund Association.—Research Worker, Rs.1500 
per mensem. 

Ipswich, East Suffolk and Ipswich Hospital.—H.P. £120. 

Kidderminster and District General Hospital.—H.S. £150. 

Lincoln, The Lawn.—Asst. M.O. £300. 

Liverpool Hahnemann Hospital, Hope-street.—Res. M.O. At 
rate of £100, 

London Hospital, E.—Asst. Director to Medical Unit. 

Manchester, Ancoats Hospital.—Res. M.O. At rate of £150. 

Manchester Royal Eye Hospital.—Jun. H.S. £120. 

Marie Curie Roageet. 2. me hy -avenue, N.W.—Radiologist 
for Deep X Ray Therapy Dept. £500. 

Miller General Hospital, Greenw Ph: road, S.E.—Cas. O. and 
Out-patient O. Each at rate of £150. Also H.S. and H.P. 
Each at rate of £100. 

Mount Vernon Hospital, Fiteroy-square, W.- Asst. Radiologist. 

Newcastle-upon-Tyne Hospital.—Res. H.S. £75. 

Newport, Mon., Royal Gwent Hospital.—UHon. Ear, Nose and 
Throat Surgeon. 

New End Hospital, New End, Hampstead, N.W.—Asst. M.O. 
2 54) 


£350. 

Plymouth, South Devon and East Cornwall Hospital.—Res. 
Surg. O. At rate of £150. 

Princess Louise < or Hospital for Children, St. Quintin- 
avenue, W.—-H.S. £75. Also Hon. Dermatologist. 

Queen Mary’s Hospital for the East End, E.—Dental Anas- 
thetist. £25. 

Reading, Royal Berkshire Hospital.—H.S. At rate of £150. 

Rochdale Infirmary and Dispensary.—Jun. H.S. £200. 

Royal Chest Hospital, City-road, E.C.—Physician. 

Royal College of Surgeons of England.—Election of Professors 
and Lecturers. 

Royal Free Hospital, Gray’s Inn-road, W.C.—Asst. M.O. for 
V.D. Dept. £350. Also Sen. Res. M. 

Royal ‘Nationat ope Hospital, 234, Gt. Portland-street, V 
H.S. At rate of £15( 

Royal Northern Hospital, "Witte, N.—H.S. At rate of £70. 

St. John’s Hospital, Lewisham, S.é.— Hon. Gyneecological 
Surgeon. 

St. Mary Abbots Hospital, 

Sen. Asst. M.O. £500. 

Salvation Army, Mothers’ Hospital, Lower Clapton-road, FE. 
Sen. Res.M.O. £150. AlsoJun. Res.M.O. Atrate of £60. 

Sheffield “Royal Infirmary.— Asst. Pathologist to Infirmary, &c. 


Marloes-road, Kensington, W. 


00. 

Sheffield University, Dept. of Bacteriology.—Jun. Asst, Bacterio- 
logist ana Demonstrator. £300. 

Shrewsbury, Royal Salop Infirmary.—Cas. O. and Res, Anss- 
thetist. ‘At rate of £160. 

Southend-on-Sea General Hospital.—H.S. and Cas. O. Each 
£100. Also Res. M.O. £300. 

Southern Rhodesia, ‘Mental Hospital, Bulawayo.—Med. Supt. 
£600. 


Stafford, Staffordshire General Infirmary.—H.S. £200. : 
U ey College Hospital, Gower-street, W.C.—Radcliffe 
Crocker Travelling Scholarship in Dermatology. £280. 

Hon. Asst. Surgeon to Ear, Nose, and Throat Dept. Also 
Hon. Asst. Ophth. Surgeon. 

Ventnor, I. of W., Royal National Hospital for Consumption, &c. 
Jun. Asst. Res. M.O. At rate of £300. 

Warrington Infirmary and 7 pensary.—Jun. H.S 

Warwick, King Edward VII, Memorial Gaaietaan Hertford Hill. 
Asst. M.O. At rate of £200. 

Worcester Royal Infirmary.—Third H.S. £120. 

Worcestershire Mental Hospital, Barnsley Hall, Bromsgrove. 
Deputy Med. Supt. £450. 


The Chief Inspector of Factories announces vacancies for 
Certifying Factory Surgeons at Eynsham (Oxford), Peni- 
stone (York, West Riding), and at Hawkshead (Lancaster). 
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NOTES, COMMENTS, AND ABSTRACTS 


IN DEFENCE OF THE POOR-LAW 


As secretary of the London Charity Organisation 
Society, Mr. Pringle is constantly in touch with a 
wide circle of working-class families. His experience 
has led him to regret the changes which have come 
about in recent years in our methods of dealing 
with poor persons, and especially the break-up of the 
poor-law. In a little book recently published’ he 
presents a summary of sifted material drawn from 
observations made by a large number of social workers 
and others over a period of 30 years. His main 
criticism of the social services now available is that 
consideration of the individual, and in particular of 
the housewife, has been neglected in recent legislation. 
Social insurance, for example, has been based upon 
wages, regardless of the arrangements in the homes. 
It has been assumed that working men have a craving 
for security ; actually, most of them are content 
with. a hand-to-mouth existence, and the only person 
who really faces the weekly expenditure and tries to 
make the money go round is the mother. .Mr. 
Pringle objects to ‘‘ Poplarism”’ as a means of 
relieving the poor. Public services, he argues, are 
largely supplied by the rates, and the rates are paid 
by taxing those industries which supply necessities 
of life. Here again the housewife suffers: if prices 
rise, she must still find the money for rent, food, and 
clothing, though in only the rarest instances do the 
husband and wage-earning children increase their 
quota to the family exchequer. Mr. Pringle regrets 
the old poor-law, which he describes as the wisdom 
of the ages set to the “ still, sad music of humanity.” 
The essential quality, he says, of the poor-law was 
pastoral, personal care. By concentrating upon 
separate aspects of people’s troubles, we have, he 
holds, spent vast sums in creating the disease of 
dissociated personality and have exposed the clever 
rogue to a whole group of new and exciting tempta- 
tions in his efforts to live at the public expense. 
Mr. Pringle criticises also what he describes as an 
attempt to mix up medical practice with a system of 
insurance under which a subsistence allowance from 
public funds is obtainable on a doctor’s certificate, 
giving illustrations of its disadvantages drawn from 
his own experience. Broadly speaking, his remedy 
for what he considers our unsatisfactory methods 
is a return to the poor-law tradition in alliance with 
voluntary service. This solution will not, we think, 
commend itself widely. 


THE PROBLEM PARENT 

AN address on this subject was given at a recent 
meeting of the Hampstead branch of the Parent 
Study Association. 

The lecturer said that he approached the subject 
with diffidence, but it was one that his hearers had 
all got to tackle sooner or later. It had been said 
that every parent was a problem parent; and with- 
out going quite so far as this he thought it must be 
frankly admitted that every parent was a difficult 
parent. 

At the outset he would like to emphasise the 
paramount importance of studying parents closely. 
They were often strangely secretive, and he himself 
had learnt much by coming down at night after the 
day’s work was over and watching them unobserved. 
One word of warning—they must never allow the 
parent to see that they were shocked. A shocked 
child was, in his experience, an unhappy child. He 
was often asked whether children ought to tell their 
parents what they thought of them. In considering 
this it must be remembered how sensitive they were, 
and peculiarly sensitive to criticism. A mother in 
tears or a father in an uncontrolled temper was in a 
— of psychological trauma. It was wrong to ignore 

lis. 


| British Social Services: The Nation’s Appeal to the House- 
wife and her Response. By the Rev. J. C. Pringle. London: 
Longmans, Green and Co., Ltd. 1933. Pp. 175, 2s. 6d. 


THREE WAYS OF APPROACH 

After acknowledging the debt of the modern child 
to Freud, Jung, and Adler, the lecturer outlined 
briefly the three chief methods of approach to the 
difficult parent—persuasion, suggestion, and analysis. 

Persuasion, which at times bordered on re-education, 
was universally practised, and had in the past yielded 
good results. Only a few months ago he had persuaded 
a very difficult parent to take him to a pantomime, 
a play, and a circus, within the space of four days. 
That, of course, was exceptional, but it showed what 
could be done. Two things he would stress. The 
importance of infinite patience, and the necessity for 
allowing a sufficiently long interval between inter- 
views. They must not, by tiring out their parents, 
undo the work of hours. In speaking of persuasion, 
he would commend what he termed the method of 
comparison—* Tommy Jones has got one; why 
can’t 1?” The answer given by the parents would 
often be found unsatisfactory, but it was almost 
always possible to break down their resistance, and 
a helpful spirit of emulation was aroused. 

The method of suggestion in the hands of an experi- 
enced child had much to commend it. The parent 
should be placed in an easy chair and should be 
thoroughly relaxed. The suggestions should be made 
preferably after a meal. The child, standing before 
the parent, repeats monotonously the same thing 
over and over again, for example, some such simple 
phrase as ‘‘Can I go now?” In a short time a 
hypnoidal state will be induced and the desired result 
attained. He would remind them that both in 
persuasion and suggestion it was always advisable 
to work with and through the nurse. 

Finally it might be necessary to employ analysis. 
In his own practice analysis was superseding all other 
methods. The difficult father was tackled when he 
was in an expansive mood and the question ‘*‘ What 
did you do when you were a little boy ? ’’ put to him. 
Again he would caution them against all appearance 
of being revolted at the replies. The method took 
time, the questions would have to be repeated day 
after day for months, but at the end of the inquiry 
the observant child would have a complete life-plan 
or pattern of the father life. He would hold his 
father literally and figuratively in his hand. Sooner 
or later in the inquiry they would come up against 
the phenomenon of transference. This might be 
defined as a desire to pass on to others an emotional 
stimulus that was beyond the capacity of the parent 
toabsorb. The phenomenon of transference accounted 
both for the nursery and the preparatory school. 
Here was a field for research that would well reward 
the young psychologist. 


INCOMPLETE ADJUSTMENT 


The lecturer then passed on to the problem of the 
“only parent.’”” The only parent was notoriously 
difficult. He or she was inclined either to mope or 
fuss, or to give expression to a gaiety that was too 
often forced. The child was right in showing a prefer- 
ence for one who might be qualified to act in the 
difficult réle of a new father, but we should always 
remember that the ultimate choice must rest with 
the only parent if a change were made. 

The greedy parent was a type they all knew. How 
often they had heard the fallacious statement that 
‘“‘meringues are not good for little boys’”’ used to 
mask the wish-fulfilment of the adult. 

Fetichism in the difficult parent took many forms. 
Fussiness, tidiness, punctuality, and so-called clean- 
liness could be, and indeed were, definitely patho- 
logical. 

Day dreams and phantasy played a large part in 
the life of the difficult parent. The projection of the 
father imago shown in the willingness to represent 
Santa Claus would occur to them all. There was a 
stage in nearly every parent’s development that lasted 
usually about ten years after the birth of the first 
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child when stocking fetichism + was aeumel, The phase 
was a passing one, and it was best to take no notice 
of the stealthy footsteps and whisperings that occurred 
outside their bedrooms on Christmas Eve. He thought 
a little innocent deception was here fully justified. 
In the same way he thought it best not to take too 
seriously the habit of telling fairy stories. Assuming 
that there was a limited place for phantasy, it had 


been his practice quietly to ignore them while at the ° 


same time to take every opportunity of bringing 
about a more realistic attitude to life. Illustrating 
his remarks by some delightful sayings of his own 
mother, the lecturer went on to speak of the import- 
ance of a good bedside manner. The winning smile, 
the cheerful goodnight, had in his own practice again 
and again broken down the most stubborn resistance. 


SOME PARTICULAR PROBLEMS 


At the conclusion of the address a number of 
questions were put to the lecturer. 

Asked what he thought about the biological 
approach to the difficult parent, he said that the 
method had undoubtedly its uses. They could point 
to the fact that the mother bird was constantly 
feeding her young. The almost entire absence in 
nature of the father was very helpful. By keeping 
rabbits and other pets, parents could readily recognise 
that in a state of nature uncles and aunts did not 
exist. He would refer them to his paper in the current 
number of the Young Psychologist on Aunts and 
Pseudo-aunts. 

‘* When should they let their parents know that they 
knew as much as they did?” It was impossible, he 
thought, to lay down any general rule. They should 
be guided by circumstances, always remembering to 
avoid all false modesty. The revelation should come 
perfectly naturally. 

‘“What did he mean by father fixation?’ The 
term perhaps was too loosely used, but he could best 
illustrate it by the familiar picture of the father who 
occupied the most comfortable chair and refused to 
give up the newspaper. It was an attitude of mind 
and body that had constantly to be combated. 

‘‘ Is it ever justifiable to lie to the difficult parent ? ” 
He thought that raised an exceedingly difficult prob- 
lem. Undoubtedly a lie tended to undermine the 
parent’s confidence in the child. He instanced a case 
he had published where a boy thought that he had 
been seen to take one of his mother’s cigarettes from 
adrawer. He very frankly admitted what he had been 
doing, drew from the difficult parent a sharp reproof, 
but left her under the impression that he would not 
do it again. Confidence was restored between parent 
and child with the result that the drawer in future 
was kept unlocked. A lie in this case would have 
antagonised the mother, and the child would have 
been deprived of the innocent solace that tobacco 
affords. 

The lecturer said that before he came there he had 
‘been asked by a number of children to say how he 
would deal with parents who walked and talked in 
their sleep. Every one of them knew what it was to 
have their slumbers disturbed by loud conversations 
in the drawing-room and the heavy footfall of the male 
adult. The problem was one for analysis. 


In conclusion, he hoped that his hearers would not 
go away with the impression that he was unmindful 
of the good that could be done through the ordinary 
channels of physical therapy. Difficult parents had 
bodies as well as minds. They often ate too much ; 
often they took too little exercise. Did children do 
all they could to see that their fathers were members 
of the right type of club? Did they encourage a 
spirit of healthy independence by seeing that they 
got away for week-ends in order to secure a complete 
change of environment ? It was all too rare to hear 
‘of a father’s tonsils and adenoids being removed, but 
there was often a hidden septic focus in the problem 


* parent. 


The meeting ended with a vote of thanks. 
W. F. H. 
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WILLIAM BABINGTON 


April 29th was the centenary of the death of 
William Babington, M.D., who not only took a leading 
part in the formation of the Hunterian Society but 
who also was mainly responsible for the formation 
of the Geological Soc iety. Born at Portglenone, near 
Coleraine, in the county of Antrim, in 1756, he served 
a medical apprenticeship in Londonderry and com- 
pleted his education at Guy’s Hospital, without, 
however, taking a degree at that time. He became 
assistant surgeon at Haslar Hospital but after four 
years returned to Guy’s where he was appointed 
apothecary, lecturer on chemistry, and finally 
physician in 1795. Before this he received the M.D. 
degree from Aberdeen and in later life he became 
F.R.C.P. Lond. as well as M.D.Dub. The Geo- 
logical Society owes its formation to a meeting which 
Babington called at his house to raise subscriptions 
for the publication of Count Bournou’s work on 
Carbonate of Lime, and he was elected president of 
that society in 1822. He was also a Fellow of the 
Royal Society. His practice in London was large 
and lucrative and he continued to pursue it until 
a few days before his death during the influenza 
epidemic of 1833. His son, B. G. Babington, was also 
physician to Guy’s, and his daughter married Richard 
Bright. 





_ Appointments 


O'SHAUGHNESSY, LAURENCE, M.D. Durh., F.R.C.S. Eng., has 
been 4g Surgeon to British Legion Sanatorium, 

mn Hall. 

Ross, A. G., M.B., B.Ch. Belf., Resident Medical Officer, King 
Edward Memorial Hospital, Ealing. 

Leicester City General Hospital: BrairHwalTE, J. V. C., 
M.D. Lond., M.R.C.P.Lond., and Carrns, R. McD., 
M.D. Edin., Consulting Physicians ; Lawson, D. FORBES, 
M.A., B.Chir. Camb., D.M.R.E. Camb., Consulting Radio- 


logist ; Davies, D. Justin, M.B. Lond., M.R.C.S. Eng., 
and JONES, OLIVE M. G., M.R.C.S. Eng., pw ape Anees- 
thetists; and MACQUEEN, A. M., “D. Glasg., Senior 


R.M.O. and Deputy Medical Superintendent. 

Surgeons = the Factory and Workshop Acts: 
M.B., Ch.B. Sheff. (Tideswell, Derby); Dovetas, A. 8S. M., 
L.R.C =. Lond., M.R.C. (Brixworth, Northampton) ; ; 
LATHAM, Ww. C., LCP. Lond., M.R.C.S. (Newton-le- 
Willows, No. 2 District, Lancaster); and STEVENS, N., 
L.R.C.P. Lond., M.R.C.S. (Woolpit, Suffolk). 


BROOKES, H., 





Births, Marriages, and Deaths 


BIRTHS 


ALABONE.—On April 26th, at “ Brent Tor,’’ Dyke- oun, Hove, 
the wife of Leslie Alabo ne, L.D.S. Eng., of a 

Fincu.—On April 24th, the wife of Dr. O. E. Finch, of Addis- 
combe-road, Croydon, of a daughter. 

STEVENSON.—On April 25th, at Wilbraham-place, Sloane- 
square, S.W., the wife of F. Harwood Stevenson, M.D., 
M.R.C.P. Lond., of a son. 


MARRIAGES 
MAcCLEOD—RONALDSON.—On April 26th, at St. a oh 


Campden-hill, Douglas Hamilton Macleod,M.S., F.R.C.S. 
to Lesley Frances Ronaldson. 


DEATHS 

INNIS-SMITH.—On April 28th, at his residence, ‘‘ Wyvenhoe,”’ 
Totley Brook-road, Sheffield, William Innis-Smith, M.D. 

LAURENCE.—On April 22nd, Herbert Arthur Laurence, L.D.S., 
of Craven-court, U xbridge- -road, Ealing. 

SHEEHY.—On April 27th, 1933, ata London nursing-home ote Tr 
a long illness, William Henry Patmore Sheehy, M.R.C 
L.R.C.P., governor of St. Bartholomew and Christ’s ou. 
tals, late of Montebello, Totteridge. 

SmiTH.—On April 30th, at Frederick- road, anaes, Birming- 

am, Joseph Priestley Smith, F.R LL.D., 
Emeritus rofessor of je be ay 
Birmingham, in his 88th year. 

TURNER.—On April 22nd, at Epsom, Mary, wife of Percival 
Turner, and daughter-in-law of the late Dr. W. H. Turner, 
of Bermondsey, after a long and painful illness. 

Wuson.—On April 16th, at Willow House, Penistone, = his 
8ist year, y Cobden Jordan Wilson, L.R.C.P. Edin., 
M.R.C.8. Eng., J.P. for the West Riding of Yorkshire, 
beloved husband of the late Ada Beatrice Wilson and 
youngest son of the late George Wilson, of Manchester. 


N.B.—A fee of 78. 6d. is ‘or the tnacvtten of Notices of 
Births, Marriages! and Death 
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